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The purpose of the investigation was to examine the effect of 
a daily supplement of vitamins in capsule form on the health 
and development of children living at home and attending 
day schools in Stoke-on-Trent and Salford. A similar investi- 
gation (Bransby er al., 1944) had been made previously, and 
the present study was in the nature of a confirmatory test. 


Literature —The following review of the literature on the effects 
of vitamin supplements is limited to those studies in which the 
supplement was additional to the normal diet, and consequently 
excludes investigations in which the experimental subjects had diets 
with restricted vitamin intakes. Further, it does not include the 
study by Frankau (1943) in which a large vitamin dose was given 
for a few days, as the results may have been due to the pharmaco- 
logical effect of the vitamins in the supplement. The studies in- 
cluded in this review can broadly be divided into two—those con- 
cerned specifically with infections of the upper respiratory passages, 
and those dealing with a wider range of conditions. The former 
have been reviewed by Keefer (1943), who concluded that the avail- 
able evidence indicates that vitamin therapy has no effect on colds. 
The studies dealing with a wider range of conditions are summarized 
in Table I. The most marked effect of the vitamin supplements was 
obtained by Borsook (1945) on factory workers, but it must be 
pointed out that the daily dosages were about 10 times in excess of 
requirements. The improvements obtained may have been due to a 
pharmacological action, and the test does not throw light on the 
desirability or otherwise of the continued administration of such 
tonics. The results of the other tests are contradictory, and show 
that the vitamin supplements had no consistent effects. : 

Method.—The test was made on 1,620 children, aged 5 to 14 years, 
attending elementary or secondary schools. In both areas, Stoke 
and Salford. the children were divided at random into two groups, 
one of which received one vitamin capsule daily, the other a placebo 
daily. Each vitamin capsule contained: vitamin A, 4,000 i.u.; vitamin 
B,, 1 mg.; riboflavin, 2 mg.; nicotinamide, 20 mg.; ascorbic acid, 
SO mg.; vitamin D, 600 i.e. All practicable precautions were taken 
by the teachers to ensure that the capsules were eaten. The test 
started at the beginning of 1943 and ran in each locality for one 
year. Medical, dental, and anthropometric data were collected in 
Stoke three times during the experimental year (namely, at the 
beginning, three months subsequently, and at: the end), and in Salford 
twice (at the beginning and at the end). In both Stoke and Salford 
records were kept for each child of the extent of, and reasons for, 
absence from school. Other data collected for the experimental sub- 
jects were the number of children in the families to which they 
belonged ; their home conditions; the type of school to which they 
went; and whether they took school milk or dinners, free or paid 
for. In Salford, data were collected on the economic conditions of 
the families of the experimental subjects. In Stoke the children 
performed dynamometer and hanging-bar tests, and in Salford the 
hearing was tested by means of the audiometer. 


Dietary Data.—As a part of the investigation, dietary data 
were collected from a representative sample of the experimental 
subjects to ascertain the levels of the vitamin intakes from the 
ordinary diets. Dietary surveys in Stoke and Salford were 
made both in Aug./Sept., 1943, and in March, 1944, and the 
results have already been reported (Bransby and Wagner, 1945). 
It was found that on the average the intakes of nutrients, 


except calcium, were adequate or nearly so according to the 
League of Nations standards. The actual average daily vitamin 
intakes found in each survey were of the order of: vitamin A, 
3,000—4,000 i.u. ; vitamin B,, 1-14 mg. : ascorbic acid, 35-45 mg. 
The ascorbic acid intake found in March, 1944, was raised 
above the general average for that time of the year owing to 
a chance distribution of oranges, and it was calculated that 
without the oranges the average intake would have been of the 
order of 20-25 mg. per head daily. Although the average 
intakes of nutrients, except calcium, were generally sufficient. 
many individual children had intakes which were poor com- 
pared with the League of Nations standards. ~A paper by 
G. N. Jenkins dealing with the ascorbic acid content of the 
cooked vegetables eaten by children will shortly be published 
in the Journal. 

Analysis of Data.—Recognized statistical methods were used 
for comparing the effect of the vitamin and placebo capsules. 
The standard errors of the initial height and weight, dynamo- 
meter pull, bar-time, fatigue potential, and audiometer data, 
as well as the standard errors of the height and weight increases 
and the changes in other factors, were calculated by the range 
method. For the clinical and dental data, account was taken 
of both the incidence and the severity of the conditions which 
were included in the examinations. Inspection and analysis of 
sections of the clinical and dental data showed that the dis- 
tribution of the various grades of severity among the children 
could be regarded as a Poisson distribution, and the standard 
errors of the initial scores and score changes were caleulated 
accordingly. For most of the comparisons the data for boys 
and girls were treated separately in the three age groups 5-7 
years, 8-10 years, and 11 years and over. Considerations of 
space prevent the inclusion of all but a few of the tables of 
results. 

One of the purposes of collecting data on the number of 
children in the family (classified 1 or 2, 3, 4, or more), home 
conditions (graded good, fair, or poor), and economic cofiditions 
(graded good, fair, or poor) to which the experimental subjects 
belonged was to enable the experimental data to be broken 
down into subgroups according to those factors. This meant 
that the effect could be assessed of the vitamin supplement on 
children living under poor condtions and consequently likely 
to be receiving a deficient diet. The factors by which such 
breakdowns were made were: the general nutritional grade 
at the beginning of the experimental period, the number of 
children in the family, the home conditions, the economic con- 
ditions, the type of school which the child attended, and whether 
the child had milk or dinner at school, free or paid for. The 
children were classified by single factors, such as economic 
conditions, and also by multiple factors, such as both economic 
conditions and the number of children in the family. The 
numbers in some of the resulting groups were small, and the 
Stoke and Salford data were, where possible, considered 
together. The resulting tables were examined in detail, and 
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TaBLeE I.—Summarized Results of Studies 


on the Feeding of Vitamin Supplements 


Daily Vitamin Supplement 


Duration 


Subjects No. | (Months) 


Worker 


A B, 
(i.u.) | (mg.) ) 


Effect of Vitamin Supplement 


Ascorbic D 
: (i.u.) 


| Niacin Acid 
(ms) | (mg.) 


50,000 1 
4,000 


Borsook (1945)... Men 528 | 12 
Bransby e¢ al. (1944) Children 1,040 9 

Men 214 9 
Youths 


4,000 


” 


Glazebrook and Thomson (1942) 


- 


Harper ef a/. (1943) an .. | Cadets 6,000 


Jenkins and Yudkin (1943) Children 5,000 


Johnson et al. (1945) ox 5 Men 


Soldiers 26 See foot- 


note (d) 


Keys and Henschel! (1942) = 10 (c) 


Children 38 


Mangold (1945) 
Students 200 


Raffin and Cayer (1944) oa 


7,500 


Sutherland (1934) .. ou | Children 575 6 


Yudkin (1943) | 1,000 12 5,000 


A and D equiv. to 1 oz. (28.4 c.cm.) of cod-liver oil 


100 250 | Improved output due to betwer work 

| and reduced absenteeism 

50 600 No effect: growth, strength, clinical or 
dental condition, absenteeism. Im- 
provement in endurance and fatigue 
potential 

No effect: weight, haemoglobin, blood 
pressure, absenteeism, output 

50 No effect: incidence of colds and tonsil- 
litis. Reduced duration of tonsillitis 
and incidence of rheumatism and 
pneumonia 

No effect: growth, chest. Improved: 
vital capacity, breath-holding, endur- 
ance, pulse rate, susceptibility to mino! 
ailments 

1 25 500 No etiect: pulse rate, vital capacity, 

breath-holding, endurance 

75 No effect: general well-being, vigour for 
and efficiency in work 

No effect, either in brief, extreme, or 
prolonged severe exercise or semi- 
starvation, on muscular ability, endur- 
ance, resistance to fatigue, recovery 
from exertion 

2 : No effect: height, weight, alertness 

3 45 30 82 600 (b) | No effect: appetite, energy, health, 
weight, indigestion, abdominal pains, 
diarrhoea, nausea, vomiting 

Possible slight effect on growth, none on 
susceptibility to infection or resistance 
to established disease 

No effect: pulse rate, vital capacity, 
breath-holding, endurance, haemo- 
globin, dark-adaptation, grip, intelli- 
gence. Improvement in colds 


0 10 
1 2 20 


50 1,000 


1 25 500 


(a) Together with 500 mg. of calcium (CaCO ). 


(5) Together with liver extract and yeast extract. 


(c) Total duration of experimental period of tes' 


ts of shorter duration. 


(d) Four series of experiments were made with the following daily vitamin supplements: 


Thiamin | Nicotin- Calcium | Riboflavin | Pyridoxine | Ascorbic 

(B) | amide (B ) Acid (C) 

| (me) | (ms) | (mg.) (mg.) (mg.) (mg.) 

Series1 .. | | 100 
sta | 7 100 | 20 10 10 200 
» 3 17 100 20 10 10 200 


conclusions based on them have been referred to where desir- 
able. It is hoped to publish a separate paper dealing with 
health conditions according to economic and social factors. 


Comparison of Experimental Groups 


At Beginning of Test.—Table II shows the findings for the 
various experimental groups in Stoke and Salford at the begin- 
ning of the test. In Stoke there were no significant differences 
between the vitamin groups and their corresponding control 
groups in weight, height, pull, bar-time, and fatigue potential. 
In Salford there were no significant differences in weight, height, 
or audiometer scores, except that the girls aged 11-13 years in 
the vitamin group were heavier and taller than the correspond- 
ing group. The latter was an unexpected result, as the children 
were randomly selected. 

Over the Test Periods——Table II shows the increments and 
the differences between the increments of the vitamin and con- 
trol groups over the test periods. None of the differences 
between the vitamin groups and their corresponding control 
groups is signficant, except that the weight increments of boys 
aged 8-10 years in Stoke receiving the vitamin supplement were 
greater at the second and third examinations than those for the 
corresponding control boys receiving the placebo, and that the 
improvement in hanging-bar time of boys aged 11-13 years was 
greater in Stoke among those receiving the placebo than among 
those receiving the vitamins. Considering the large number of 
differences which are not significant and the lack of consistency 
of the results, littke importance can be attached to these two 
significant differences. There is some consistency in the results 
for both weight gain and dynamometric pull in Stoke, but the 
differences are small and probably unimportant. 

The data were further analysed to compare the changes in the 
vitamin and control groups according to the social and economic 
factors referred to above. No consistent differences between 


the vitamin and control groups could be discovered when the 
children were classified according to a single factor or a 
number of factors. It therefore seems that the vitamin capsules 
had no discernible objective effects on growth, pull, bar-time, 
fatigue potential, or hearing compared with the placebo. 


Effect on Clinical Conditions 


The following clinical conditions were recorded at the medical 
examinations made during the test: state of nutrition (good, 
fair, or poor), round shoulders, pot-belly, lordosis, winged 
scapula, knock-knees, bow-legs, deformed chest, pallor of face, 
physique, obesity, enlarged tonsils, chest rales and cough, ear 
discharge, goitre, angular stomatitis, cheilosis, inflamed gums, 
colour of mucous membrane, nasal discharge, mouth-breathing, 
styes, blepharitis, simple conjunctivitis, phlyctenular con- 
junctivitis, longitudinal and transverse ridging of nails, white 
spots on nails, nails bitten, brittle nails, coarse and dry hair, 
impetigo, boils, chilblains, acne, seborrhoea, follicular keratosis. 
dryness of the skin. Each of the clinical conditions was graded 
at each examination 0, 1, 2, 3, or 4, according to its presence 
and severity. 

In Stoke the data for boys and girls were analysed separately ; 
in Salford the data for boys and girls were combined. Because 
of the large number of clinical conditions for which data were 
obtained and the number of groups into which the children 
were divided, tests for the significance of the differences between 
the vitamin and the control groups were made at the level of 
twice and also of three times the standard error. 

In Stoke, on the basis of a difference being significant at 
twice its standard error, the vitamin supplements brought about 
an improvement of chilbiains in boys and nail-biting in girls 
at the second and third examinations. Nose discharge 
decreased in boys at the second and in girls at the third examin- 
ation. Rales diminished in girls in the first period. On the 
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other hand, enlargement of tonsils in boys of the vitamin group 
worsened in the whole period compared with the control groups. 
None of the differences was significant, however, at three times 
the standard error. But scrutiny of the data revealed that 
for most of the above conditions the group which showed a 
significant improvement had a considerably higher original 
incidence than its control group despite the fact that the groups 
were chosen at random. 

In Salford the difference in the change of clinical condition 
between the vitamin and the control groups was significant for 
only one condition, at the level of twice its standard error— 
naw#ely, pot-belly—but this was not significant at a level of 
three times the standard error. 

The data were further analysed according to various social 
and economic factors, the differences between the changes in the 
vitamin and corresponding control groups being examined both 
for statistical significance and for consistency. No effect could 
be discovered which could be ascribed with confidence to either 
the vitamin or the placebo capsules. In view of the detailed 


manner in which the clinical data were analysed and the lack 
of any reliably significant and consistent result it must be con- 
cluded that the vitamin supplement had no demonstrable efiect 
on the clinical conditions. 


Effect on Dental Condition 


The conditions taken into account in the analysis of the 
data were general tone of the gums and the presence of 
gingivitis, tartar, mottling, and caries. The extent of mottling, 
gingivitis, tartar, and caries was graded 0, 1, 2, and 3 ; gingivitis 
was graded 0, 1, 2, 3, and 4 (King, Francklyn, and Allen, 1944). 
General tone was graded “firm” or “ flaccid.” All the teeth 
present in the mouth were examined and graded individually 
for caries and mottling, and the average caries and mottling 
per tooth present were calculated. The examination for genera! 
tone, gingivitis, and tartar was limited to the regions ‘i !: 
of these teeth being examined and graded individually. 

In both Stoke and Salford a complication arose in the analysis 
of the caries data, for after the first dental examination it was 


, each 


TaBL_e Il.—Comparison of Experimental Groups at the Beginning of the Test 


Stoke-on-Trent 


{ | 
Height (in.) Weight (ib.) | Bar-time (secs.) | Pull (Ib.) | 
No. | Average | vic |; No. | Average V/C No Average V/C No Average vV/C | No Average V/C 
s 65 0- 6 | «128 114-9 | 68 7,259 
8109 61 | 49-76 0-47 | 63 56-25 0:31 | 1329 6 106-1 88 63 | | —283 
V | 100 55-29 106 73-44 108 | 133- 98 | 106 9,544 
74 | 55-05 0:24 | 71-66 1-78 | 99 | 1291 48 145-9 | 96 | 8,958 586 
V | 30 | 42-60 | 31 40- — 
irls 5 49-16 6 54 2 3: 8 92-1 | | 62 5,294 
| $0) 53 | som | 57 S632 | 178 | $7 | 107-0 5323 | —534 
V| 2 55-34 | 72 74: = 68 102: 72 | 6,456 
| O10 | | 72-85 | 90-5 7 | | 956 | | go | 6583 | —!2? 
| 
Salford 
Boys Girls Boys and Girls 
— , Height (in.) | Weight (ib.) Height (in.) Weight (Ib.) Audiometer (decibels) 
No. | Average viC_ | No. | Average | V/C No. | Average | V/C No. | Average ViC Pl No. | Average v/C 
| 46:59 81 | 44:52 | 81 | 44-60 [46 
5-7 | 036 | 93 | 46-03 056 | 75 | | | 75 | ages | || | 24 
91 50-50 91 58-34 86 | 49-73 86 | 56-64 | | 
8-10 93 | 50-03 | 57-59 0-75 | | 49-60 0-13 S651 0-13 | 
Vi $7 | 5463 57 | 73-12 47 | 8056 
| mia | | s492 | 155") 45 | 73-64 | 
* Difference is significant. VV = Vitamin group. C = Control group. 
Tasie Hl.—Comparison of the Increments of the Vitamins and Control Groups over the Test Period 
Stoke-on-Trent 
| 
Height (in.) Weight (Ib.) Fatigue 
Pull (Ib.) Bar-time (secs.) Potential 
vee) Ist Period Whole Period Ist Period | Whole Period (Ib. x secs.) 
"Average vic | Average | V/C | Average | V/C | Average | v/C | Average | Vv/C | Average | V/C Average V/C 
| 
Vi 100 | 2-70 4-40 — ri 
5-7 0-98 0-02 2-57 0-13 0-55 0:14 438 0-02 | = | =, 
8-104 GC! 9.39 0-01 5-05 0:09 5.99 1-08* 1:27* 232 6:2 69 | 6:1 1148 265 
0-06 | 0-08 | Fie | —0:36 5:28 —0-32 2-5 182 | | 658 
V| 0:86 2-48 1-09 | 
1-134 98) | | —009 | 3.25 0-09 O05 31-7 39 | 357) 
Salford 
| 
Boys Girls Boys and Girls 
Height (in.) Weight (1b.) Height (in.) Weight (Ib.) Audiometer (decibels) 
Average Average v/iC Average Average | viC Age (Years) | Average VIC 
. 5-28 0-8 =a 
5-7 { 205 ~0-01 0-09 —0-21 7-10 { 28 2-0 
Vv 1-71 6:60 1-85 5-92 
8-10 Cc 1-73 —0°02 6-25 0:35 202 0-17 S68 | 0-76 
11-13 Cc 7 0-21 8-60 0:22 | 2:78 0-08 12-87 0-89 


* Difference is significant. V = Vitamin group. 


= Control group. 
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decided to treat the worst caries cases. Therefore, in the analysis, 
the children were grouped into those who did not require treat- 
ment, those who received treatment, and those who required but 
refused it. The data of the three groups were analysed separately 
and together. This complication did not apply to the other tooth 
and gum conditions under investigation. For both Stoke and Sal- 
ford the data of boys and girls were analysed separately, for the 
age ranges 5-7 years, 8-10 years, and 11-13 years. The average 
scores for each of the conditions were, with but a few excep- 
tions, the same for the vitamin groups and their respective 
control groups. For both Stoke and Salford no discernible 
effect of the vitamin supplement was found on caries, mottling, 
general gum tone, or tartar. A significant effect of the vitamin 
capsules on the incidence of gingivitis is indicated, and the 
figures for that condition are given in Table IV. 


Pape IV—{a) Initial Scores for Gingivitis at the Beginning of the 


Test. (The scores relate to the total gingivitis intensity for 
the regions 
5-7 Years -10 Years | 11-13 Years 
No. | Average “VC |No.  No.| Average] 
Stoke-on-Trent 
nos 38 fom 38) 287 | om 
Salford 
im 333. | ore] | 0-54 


(b) Changes in Gingivitis Scores over Whole Period of Test (One 


Year) 
5-7 Years 8-10 Years 11-13 Years 
Average | VC Average | VC Average vic 


Stoke-on-Trent 

—0-19 

0-04 | —052 | _0.74 
—1-05 | 


| 
—1:15*) 


Salford 
rv | oa | | —1-22 
— | 
—0-64 


0-05 | 
= —0:24 


Girls 1 Cc | —0-40 


* Difference is significant. V = 


Vitamin group. ¢ = Control group. 


There were no differences in the initial gingivitis scores 
between the vitamin groups and their respective controls apart 
from that in Stoke the initial scores among girls aged 5-7 years 
and those aged 11-13 years were greater in the vitamin groups 
than in their respective control groups. Over+the test period 
of one year the improvement in gingivitis was greater in the 
vitamin groups in 5 out of 6 groups in Stoke, of which two of 
the differences are significant. Generally, the differences are 
of such a size as to be noteworthy. It must be observed, 
however, that these two significant differences occur in favour 
of vitamin groups which initially had a significantly higher 
incidence of gingivitis than did their controls. Over the first 
three months of the Stoke study the improvement was in favour 
of the vitamin group in 6 out of 6 groups, but over the last 
nine months there were no consistent differences between the 
vitamin and the control groups. These findings suggest that 
the vitamin supplement had a beneficial effect on gingivitis, 
particularly during the first three months of medication. The 
supplement had no significant or consistent effect on gingivitis 
in Salford. It should be noted that, generally, the initial 
gingivitis scores were higher in Stoke than in Salford. 

The vitamin capsules contained ascorbic acid and _ nicotin- 
amide, both of which have been claimed to have a beneficial 
effect on gingivitis (King, 1943, 1945a, 1945b: King, Franck- 
lyn, and Allen, 1944 ; Campbell and Cook, 1942, 1945). During 
the period of the present test, groups of children in Salford, in 
a parallel investigation, received a supplement of 50 mg. of 
ascorbic acid daily, and another group was studied which 
received no supplement or placebo of any kind. These groups 


were not strictly comparable with the present experimental 
groups, as the children in them were chosen from different 
schools, but they provide data on gingivitis which can be con- 
sidered in conjunction with those of the vitamin and placebo 
groups. These data are given in Table V. 


TaBLE V.—Average Initial Gingivitis Scores, and Changes during 
the Test Period of Groups of Children Receiving a Supplement 
of Ascorbic Acid or No Supplement or Placebo of any Kind 


8-10 Years 11-13 Years 
, Groups receiving Ascorbic Acid 
Boys: 
Number .. 44 52 
Initial score 2-54 2:54 
Change... — 1-80 —0:81 
Girls: 
Number .. 24 71 
Initial score 2-83* 2°73 
Change —1-88* —0-03 
Groups receiving No Supplement or Placebo 
Girls: 
Number | 36 
Initial score 1:33 
Change | —0-42 


* Significantly different from corresponding placebo group. 


For boys aged 8-10 years and 11~—13 years neither the initial 
scores nor the changes were significantly different from those 
of the corresponding Salford placebo groups. For girls aged 
8-10 years the initial score was higher and the improvement 
greater for the vitamin group than for its appropriate placebo 
group. There was no placebo group corresponding to the girls 
aged 11-13 years receiving ascorbic acid, but there was a similar 
group receiving neither supplement nor placebo. Although the 
initial score of the former was significantly greater than that 
of the latter, the changes were not significantly different. It 
must be observed that the improvement due to the ascorbic acid 
supplement in the former group was negligible. The above 
data suggest that the supplement of ascorbic acid alone had 
no beneficial effect on gingivitis. From this it might be inferred 
that the ascorbic acid in the vitamin capsule was not responsible 
for the improvement in gingivitis, although there is the pos- 
sibility that the improvement was due to combination of ascorbic 
acid with other ingredients of the vitamin capsule. 


Effect on Absence from School 


All absences from school were classified into the following 
categories of complaints: respiratory ; skin; ear, nose, and 
throat ; gastro-intestinal ; eyes ; infectious ; unspecified illness ; 
injuries ; no iliness. Information on absenteeism was checked 
by heath visitors or school nurses at the homes of the 
children who had been absent from school. Table VI shows 


TasBLe VI.—Average Number of Days’ Absence per Child from 
Various Causes during the Experimental Periods 


| Ist Period 2nd Period 
Boys | Girls | Boys Girls 
Stoke-on-Trent 
Respiratory 20 , 18 | 2:9 l 26 | 38 29 1 4:7 | 47 
cin .. 0-1 | 03 | 06 | O8 | 1-2 | 3-2*| 1-5 | 1:3 
Ear, nose, andthroat | 0-4 | 06 | 02 | LI | 13 | 14 | 1-9 | 2:2 
Gastro-intestinal 0-1 | O7 | O1 1:2 | 0-8 | 1-2 | 0-7 
Eyes 00 | 00 | O04 | OO Of | OL | OL | O1 
infectious 30 | 24) 19 | 03 | 06 | 0-0 | 0-0 
Unspecified iliness .. | 0°5 | 08 | 0-7 | 0-6 | 46 | 36 | 59 | 74 
Injuries 08 | 03 | | | 06 | | O4 | 0-2 
No illness | 3-2 | 36 | 2-7 2:5 | 
Total... | 9-4 1105 | 103 | 163 116-2 | 169 | 18-2 
Salford 

Respiratory | 42 45S | G4 1 90 | 0, 
Skin .. 08 | 09 | 04 | 05 | 0-9 | 0-9 12] 16 
Ear, nose, andthroat 13 | 1:0 | 0-9 | 1-2 | 2-1 2:5 | 1:9 
Gastro-intestinal 09 | 10 15 | 18 | 1-6 1-5 | 1:5 
Eyes 00 | 00 | OF | 00 | OL | 00 | 007 O1 
Infectious 33 | 2-1 21 16 | 24 | 2:0 2:21 13 
Unspecified . . 10 10 | 10 1:2 0-7 | 09 | O5) 
Injuries 05 15 |] 04 | 09 | | 07 | 11 | 0-7 
No illness .. | 56 | 62] G1 | 53 | 48 | 49) Sl 
Total 1176 | 18:6) 181 | 18-7 | 201 | 22-3 | 23-9 | 23-4 


¢ Difference is significant. Ve= 


Vitamin group. C = Control group. 
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the average number of days’ illness per child in the above 
categories in Stoke and Salford for each of the experimental 
periods. 

In Stoke, the only significant difference between the vitamin 
and the control groups is that absenteeism due to skin con- 
ditions among boys in the second period was greater in the 
control than in the vitamin group. The data were analysed 
further to show the absenteeism in children grouped according 
to social and economic factors, and again the only significant 
differences occurred for skin conditions. For none of the 
categories of complaints was there any consistency of effect 
for both boys and girls over both periods. In Salford, none 
of the differences between the vitamin and the control groups 
for any of the categories of complaints is significant. There is 
a consistency of result, however, for both respiratory and 
infectious conditions. For respiratory conditions, average 
absenteeism was, for boys and girls respectively, 0.7 and 0.3 
day in the first period and 0.9 and 0.1 day in the second period 
greater among the control] than among the vitamin groups. The 
reverse was true for infectious conditions, to the extent of 
1.2 and 0.5 day in the first period and 0.4 and 9.9 in the 
second period. This would suggest that the vitamin supplement 
reduced absenteeism due to respiratory conditions and increased 
it due to infectious conditions. Considering the results for 
Stoke and Salford together, there is no consistency of result for 
any condition. For example, although absenteeism from re- 
spiratory conditions was less in Salford for all the vitamin groups 
compared with the control groups, in Stoke it was greater in 
three out of the four groups and equal in the other. It is 
difficult to assess the importance of the findings of a significantly 
greater absenteeism due to skin conditions among the boys 
receiving the placebo than among those receiving the vitamin 
capsule during the second period in Stoke: detailed examination 
of the data, however, suggests that there was a relatively high 
incidence of the skin conditions confined to a small group of 
boys ; contagion rather than nutrition may well have been the 
important factor. 

Discussion 

The data collected during the present investigation were 
analysed in as detailed a manner as possible, but there was no 
indication that the vitamin supplement had any consistent 
effect on growth, functional performance, hearing, clinical 
conditions, or absenteeism from school except that in Salford it 
reduced absenteeism due to respiratory conditions and increased 
it due to infectious conditions. This result, however, was not 
confirmed by the Stoke data. The previous study in Glossop, 
Ipswich, and London showed that a similar supplement had 
no effect on growth, functional performance, clinical and dental 
conditions, or absenteeism except that endurance in Glossop 
was improved—a finding which was not confirmed either by 
the present study or by the results for a group of children 
taking part in the Glossop study who received the supplement 
for a year. These two investigations therefore provide no 
evidence of a consistent effect of the vitamin supplement on 
growth, functional performance, clinical conditions, or absentee- 
ism. The data on gingivitis obtained in Stoke suggest, however, 
that the vitamin supplement had a beneficial effect on gingivitis, 
but data from other groups lead to the conclusion that this was 
not due to ascorbic acid alone. This finding must be interpreted 
in a restricted sense, because of the absence of effect of the 
vitamin capsule on the gums in Salford and in the previous 
study. 

The results of the present and of the previous study have a 
bearing on the vitamin requirements of school-children, par- 
ticularly for ascorbic acid. Dietary surveys during the experi- 
mental period showed that the average intake of ascorbic acid 
was about 35-45 mg. per head daily, and it is estimated that 
the usual average intake in late winter was of the order of 
20-25 mg. per head daily. The intake recommended by the 
Health Organization of the League of Nations is 30 mg. 
per head daily, and by the National Research Council of 
the U.S.A. (1941) 75 mg. per head daily. From actual 


ascorbic acid determinations by analysis it was found that 
in Salford in March, 1944, the school meals provided 
2-19 mg. per day, the actual amount depending principally 
on whether the meal was cooked on the school premises 
or in a distant kitchen and then transported to the school. 


Children eating the dinner provided at some schools must have 
been receiving well below 10 mg. of ascorbic acid daily over 
long periods, yet no clinical symptoms appeared to cause con- 
cern to the school doctors. The matter was further investigated 
by Dr. E. W. Adcock, who examined groups of children in 
Salford, of whom some had been in the test in one or other 
group, some had their midday meal at home, others had school 
meals cooked on the premises, and others had meals cooked 
in distant kitchens and therefore practically devoid of ascorbic 
acid when eaten. None of the children showed any recognizable 
sign or symptom of ascorbic acid deficiency, nor were there 
any differences in general nutritional status between the various 
groups. In fact, the great majority of the children were in 
good nutritional condition. In view of the absence of any 
clinical evidence of ascorbic acid deficiency and the fact that 
the supplement of ascorbic acid in the vitamin capsules had 
no discernible effect on the well-being of the children, it is not 
unreasonable to question the validity of the ascorbic acid intakes 
recommended by the National Research Council of the U.S.A. 
It is, on the other hand, important to bear in mind the opinion 
of Zilva (1944), based on the study of the subject on animals 
and humans between 1934 and 1945; it is summarized in the 
statement that “there seem many indications that only when 
this daily intake [of ascorbic acid] falls to a value below 15 mg. 
and perhaps even to 10 mg.—in other words, when approaching 
the minimum requirements—that precautions are required.” 


Summary 


1,620 children aged 5-14 years attending elementary and secondary 
schools in Stoke-on-Trent and Salford were divided into two groups, 
one of which received on each school day for a year (1943/4) a 
vitamin capsule containing vitamin A, 4,000 i.u.; vitamin B,, 1 mg.: 
riboflavin, 2 mg.; nicotinamide, 20 mg.; ascorbic acid, 50 mg.; and 
vitamin D, 600 iu. The other group received a placebo free of 
vitamins. 


The vitamin supplement had no consistent effect on growth, 
strength, endurance, fatigue potential, incidence or severity of clinical 
conditions, hearing, and absenteeism from school. In the analysis 
of the data the children were grouped according to social, economic, 
and nutritional status, but no effects of the vitamin supplement 
could be discerned on the above criteria. The vitamin supplement 
had a beneficial effect on gingivitis in Stoke but not in Salford. 
Evidence from a further series of trials indicated that ascorbic acid 
alone has no beneficial effect on that condition. 


Dietary studies made in conjunction with the test showed that 
the average ascorbic acid intake in the diets was well below the 
National Research Council’s (U.S.A.) recommended intakes, and 
that many children probably had intakes of less than 10 mg. daily 
over long periods. The absence of effect of the vitamin supple- 
ment and the generally good nutritional state of the children threw 
doubt on the validity of the National Research Council's (U.S.A.) 
standards. 
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participating in the test and to the staffs of the Education and Health 
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data on Hollerith machines, and to Dr. H. O. Hartley, of the 
Scientific Computing Service, for computations. We are grateful to 
Dr. E. W. Adcock for clinical examinations. Particularly we wish 
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EFFECT OF BLAST ON THE HUMAN EAR 


BY 


F. BOYES KORKIS, D.L.O.Eng., F.R.C.S.Ed. 
Major, N.Z.M.C. 


The effects which follow exposure of the human auditory 
apparatus to blast waves receive but scant attention in current 
textbooks. It is the aim of this paper to present, in a general 
way, a composite picture of the results of injury to ears by the 
detonation of near-by explosives. 

Blast lesions of the ears are frequently seen by medical 
officers on active service and, with increasing demobilization, 
civilian medical services will meet this problem often. It is 
not possible to exclude the superadded effects of noise, which 
of itself is capable of producing an inner-ear type of deafness. 
All soldiers in the field are exposed to battle noises, but only 
those cases of deafness which have followed acoustic trauma 
from blast waves are included in this article. The opinions 
expressed are the personal ones of an Army otologist who has 
seen large numbers of cases of blast deafness in base hospitals 
in the Middle East and in Italy. 


Incidence 

In 1,000 consecutive in-patient battle casualty admissions 31 
(3.1°,) had deafness attributable to blast. Of these, approxi- 
mately 40% had associated wounds, the remainder being 
admitted to hospital solely for the aural lesion. Analysis of 
these 31 cases showed that about half had a blast rupture of a 
drum, but, from an experience of a very large group of cases 
over a three-year period, this figure did not represent the true 
relation of rupture to non-rupture cases, for the following 
reasons: (1) Cases of ruptured drums were usually evacuated 
from forward areas to the base. whereas non-rupture cases 
were held at forward medical units. (2) Failure of medical 
officers to send for specialist investigation patients with normal 
drums but with blast deafness. (3) At out-patient clinics the 
ratio of blast cases with rupture to those without rupture was 
1:2. (4) Failure of individuals to report deafness to their 
medical officers. 

We may assume, therefore, that the greater number of blast- 
deafness cases are not associated with a break in the continuity 
of the tympanic membrane. In these, noise may play an 
associated part in the production of the deafness, but in all 
of the cases reviewed above a definite history of blast injury 
was obtained. 

Aetiology 

The aural lesions are produced by the direct traumatic effect 
of a blast wave on the structures comprising the middle or the 
inner ear, or both combined ; rarely by the indirect method of 
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Fic. 1—4a) Production of primary wave: area of negative 
pressure being produced in the vicinity of the blast wave of the 
explosion. (b) Production of secondary wave. Air rushes 
inwards to equalize the pressure. 


basal skull fracture involving the petrous portion of the 
temporal bone. 

There are two phases to the so-called blast wave—primary 
and secondary—the mode of production of each being explained 
in Fig. 1. Either the primary or the secondary wave is capable 


of producing aural damage—the first by its percussion effect and 
the second by a suction action. It is not possible to say which 
is the most important factor. The ear may be damaged by a 
single wave of great amplitude, or repeated traumatization may 
result in a demonstrable degree of deafness, the drum remain- 
ing intact. 

The part played by noise in the production of deafness has 
already been mentioned. “ Boiler-maker’s deafness may be 
cited as an example in which long-continued noise produces a 
degeneration of parts of the inner ear, ultimately resulting in 
an inner-ear type of deafness, the drum remaining intact. Such 
a condition is insidious in onset, and is not related to sudden 
acoustic trauma such as is produced by a blast wave. 
Undoubtedly many soldiers suffer from a nerve-type dcafness 
which has as the aetiological factor “battle noise.” Others 
are seen with similar clinical findings, but the onset is related 
to the effects of a near-by explosion that has caused a sudden 
deafness, which may pass off in a few days, only to recur when 
the ears are again blasted. Such a deafness I consider to be 
a true blast deafness, the wave having damaged inner-ear 
structures. 

Noise may play an associated part in the production of lesions 
of the inner ear, but in these “ blast cases” it is not the major 
factor. ‘ Battle-noise ” deafness in which no true blast element 
could be ascertained is not included in this paper. 


Classification of Lesions 

First Group : Fractured Skull.—A fracture of the base of the 
skull involving the petrous portion of the temporal bone causes 
a traumatic deafness akin to that seen in civilian practice. 
Haemorrhage into and disorganization of the inner ear result, 
producing a deafness of inner-ear type. This injury is of rare 
occurrence, and leads to a severe degree of disability. 

Second Group: Lesions of the Middle Ear.—Blast rupture 
involves the pars tensa of the drum, is of any size or shape, and 
occurs in any quadrant. Haemorrhage into the middle-ear 
cleft or into the external canal, via the perforation, results. 
Blast contusion of the tympanic membrane and _ haemo- 


TABLE I 
Symptoms Middle-ear Type Inner-ear Type 
Deafness Onset sudden after a blast | Onset follows definite 
injury “blast.”” Cf. noise deaf- 
ness—insidious onset 
Usually single exposure Single, or multiple 
Severe degree at onset Slight or severe—progresses 
4 if trauma repeated 
Usually unilateral. May be Usually bilateral and of 
bilateral at onset, with uni- equal degree in the two 
lateral lesion ears 
Course: often sudden im- Slow, gradual improvement 
provement after quiescent or no recovery 
period 
Increase if otorrhoea super- No increase if no re-exposure 
venes. Residual deafness 
may persist 
Tinnitus Occurs in 70%, of cases 90% of cases 
Unilateral. May be bilateral Often bilateral 
at onset 
Gradually diminishes. May Often persists. Apt to be 
persist permanent. Often leading 
symptom 
Vertigo 66% of cases. Duration short: Not usual 
few minutes to a few hours. 
Rarely over 24 hours 
Otalgia 50% cases at onset. —_ Recur- Not usual 
rence or exacerbation with 
subsequent infection 
Headache 50% cases. Frontal or occi- Sometimes; frontal or occi- 
pital. Lasts up to 3 days; pital. If present may 
usually only a few hours persist for weeks 
Bleeding From external meatus in 25°, Not found 
cases. May be mixed with 
C.S.F. if basal fracture 
Whistling of air | Not common: 109% of cases | Not found 
through the 
perforation | 
Aural discharge | Usually on 2nd to Sth day. | Not present unless un- 
May occur at any period if related otitis media or 
perforation remains open. externa occurs 
Serous, seropurulent, or 
purulent. Copious, moder- | 
ate, or small in quantity. | 


Often sero-sanguineous at 
onset 
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TaBLe !I1.—Appearances in Rupture of Membrane 


Recent Rupture 


Old Rupture 


Complicated by 
Infection 


Evidence of bleeding and 
presence of blood-clot 
sometimes 

Sometimes ‘‘ avascular rup- 
ture ’’ with no evidence of 
haemorrhage 

Any segment or combina- 
tion of quadrants involved 

Perforation of any size 

Cleanly cut punched-out 
hole. Edges sharp—may 
be inverted or everted 

Linear, triangular, circular, 
oval, or reniform (con- 
cavity towards umbo) 

Rarely multiple 

Ossicles may be observed if 
situation permits 

Yellowish-white glistening 
medial wall visible if of 
sufficient size to allow 
light to pass through. 
Dark slit if linear, or 
triangular and small 

Pars flaccida never involved 
by itself. A perforation 
of this structure with an 
intact pars tensa denotes 
an old otitis media—not 
blast rupture 


Blast Contusion 
Speckling of blood over 
surface of drum. Con- 
fluent haemorrhage. 
May be interstitial. 
Haemotympanum 
dark collection of 
blood in middle ear 
May seal a perforation. 
May obscure perfora- 
tion partially or com- 
pletely 


(A) Healed 

1. Normal-looking drum 

. Yellowish puckering 

. Scar—red and vascular if 
fairly recent. Thin and 
atrophic and_ usually 
retracted. Thick, re- 
tracted, adherent 

| 4. Perforation. May be 

| sealed by retraction of 


wh 


drum and adherence of 

edges of perforation to 

mucosa of medial wall 
| of middle ear 


| (B) Healing 
1. Edges reddened, thick- 
ened, and vascularized 
. Concentric rings of yel- 
lowish-red fibrous tissue 
3. Alteration in size and 
shape of perforation 


(C) Unhealed 
1. Punched-out perforation 
remains. Thin-edged, 
but edges may thicken 
and become rolled 
2. vascular reaction 
around edges 


te 


TaBLe IlI.—Appearances without Rupture of Membrane 


Blast Retraction 


Discharge serous, 
seropurulent, or 
frankly purulent 

Desquamation of 
epithelium of 
canal and outer 
surface of the 
drum. Sodden 
white epithelial 
plaques 

Hyperaemia of 
whole drum 

Hyperaemia of 
mucosa of the 
middle ear, 

Which may pro- 
trude through 
the perforation 
obscuring its 
edges 

Polyps and granu- 
lations if dis- 
charge is chronic 


Blast Hyperaemia 


Often lack of lustre. Un- 
related to Eustachian- 
tube blockage, for 
catheterization shows 
passage patent and 
fails to cure the con- 
dition. May be blast 
hyperaemia. Poorly 
mobile or immobile 
drum 


Common 


finding in 
cases of nerve deaf- 
ness 


Leash of two or three 


small vessels runs 
along posterior part 
of attic, crosses the 
posterior  mialleolar 
fold, and runs down 
behind handle of 
malleus to umbo 


Mode of production: 


? by traumatic libera- 
tion of histamine 


Drum mobile, or im- 


mobile if retracted 


tympanum are common, a sanguineous extravasation taking 
place into the substance of the drum or into the middle-ear 


cleft. 
or partially. 


Blood-clot may obscure a small perforation completely 
A blast rupture in the ear nearer the explosion 
and a contusion on the contralateral side are often found. ° 


Blast retraction of the drumhead is sometimes, seen, and may 
be accompanied by blast hyperaemia of the tympanic vessels, 
especially those in the posterior portion of the attic. 

Third Group: Lesions of the Inner Ear.—There is no visible 
macroscopic pathology of the middle ear, and the deafness is 


of nerve type. 


It is conjectured that haemorrhages occur in 


the inner ear, or a tissue oedema is produced. An interesting 
possibility is that the vasodilatory action of histamine, produced 
by the trauma of the blast wave, causes a local vasodilatation. 
Fluid exudation inte the tissue spaces of the inner ear results 
from the increased permeability, an extra pressure on the fibres 
of the cochlear nerve occurring and causing a pressure paresis 


of greater or lesser extent. 


If this pressure is 


long continued a 


degeneration of the nerve is brought about, resulting in a per- 
manent inner-ear deafness, while if the vascular tone recovers 
before this stage the function of the nerve improves, and may 
recover completely. This would explain the rapid and complete 
recovery of hearing in some cases of blast nerve deafness, the 
partial recovery in others, and a failure of a return of function 
in a third group. Perhaps the last-named are those associated 
with gross intracochlear haemorrhages with a secondary fibrosis, 
while the recoverable cases are produced by the histamine 


mechanism. 


Case History 


In all cases there is a history of exposure to blast from a 


definite source on one 
ness. 


or more occasions. 


The result is deaf- 
The individual symptoms are detailed in Table I and 


comparisons are made between middle-ear and inner-ear 
injuries. 


Otoscopic Appearances 

These vary from gross fragmentation of the drum to complete 
normality, and are summarized under: (1) rupture of membrane 
(Table II); (2) without rupture (Table III). 

The drum may present a completely normal appearance in 
every respect, being fully and freely mobile. Deafness in these 
cases is of inner-ear type, and may be missed on examination 
unless carefully looked for. Blast hyperaemia, as described 
in Table III, is a very common finding when the drumhead is 
carefully inspected with the aid of a magnifying auriscope. 


Evaluation of Hearing Loss 

In addition to assessing the degree of deafness present, and 
its type, it is important to determine the frequency range 
involved. To accomplish this, the hearing is tested not only 
by the human conversational and the whispered voice, but also 
by a full range of tuning-forks, from 16 D.V.s to 4,096 D.V.s 
per second, each ear being tested by bone as well as by air 
conduction. Weber’s and Rinne’s tests are also carried out by 
means of a fork with a frequency of 256 D.V.s per second 
(middle C). 

An audiometer is invaluable, if available, for measuring with 
precision the hearing loss at different frequencies. The loss is 
measured in decibels, and charted in the form of a graph, both 
air and bone conduction being plotted. As few military hos- 
pitals possess such an instrument, reliance has usually to be 
placed on the older methods of examination. I am fortunate 
in having an audiometer, and my experience shows that the 
fork findings are closely correlated to the more precise methods 
of audiometry, providing the full range of forks is used in 
testing air and bone conduction. 

Two types of deafness are found on examination—conductive 
and perceptive. There is also, however, a “ mixed” variety of 
the two, which is common. Conductive deafness is produced 
when injury occurs to the external meatus, drum, or middle 
ear. The perceptive type is brought about by damage to the 
inner ear or the cochlear nerve. A brief summary of the fork 
findings in the two types is given in Table IV. 


extent 

Lateralizes to better hearing ear. In 
bilateral cases often no preponder- 
ance shown 

Rinne’s test positive 

High tones more affected than low 


| 
all | 
Weber's test: lateralizes to side of | 
lesion 
| 
| 
Rinne’s test negative | 
Low tones more affected than high 
ones 
Audiometry—typicalcurve. ‘‘ Dropto | Typical curve—‘‘drop to the right” 
the left.”” (See Fig. 2.) | (See Fig. 3.) 


“ Drop to the left’ by air conduction. No 
conduction. Middle-ear-type deafness of 


Fic. 2.—Case I. 
reduction in bene 
blast origin. 
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Remarks on Case 1—Private aged 28. Blast from exploding 
mortar, Sept. 18, 1944. Immediate deafness and tinnitus—bilateral ; 
no otorrhoea. Past history negative. Family history: Father, senile 
deafness. On Sept. 26, R. and L. drums showed small circular 
antero-inferior perforations: quite dry: red healing edges; blood- 
clot in neighbourhood. Hearing: C.V., 20 ft. R. and L.: W.V., 
12 ft. R. and L. Weber: No lateralization. Fork 16 D.V.s not 
heard by A.C.- 
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Fic. 3.—Case 2. “ Drop to the right” by both air and bone 
conduction. Nerve deafness of blast origin. 
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Remarks on Case 2.—Man_ aged 36. Blast deafness; drums 
normal—intact and mobile. Weber: No lateralization. Rinne: 
Positive R. and L. Fork at 4,096 not heard by B.C. on either side. 


“ Mixed ” deafness, as the name implies, is a combination of 
the two types, when both the middle and the inner ears have 
suffered. The fork findings are variable, depending on which 
structure suffers the greater damage, and may change as recovery 
occurs in one or the other. 

In a series of 96 blast-ruptured drums it was shown that 80 
(83%) had a demonstrable nerve deafness in addition to the 
middle-ear deafness. In an average type of case, with a uni- 
lateral rupture and “mixed” deafness, the common findings 
are: 

1. Loss by air conduction is greater than that by bone conduction ; 
negative Rinne; Weber lateralizes to ruptured side. 

2. Moderate loss of a few seconds by bone conduction with a 256 
fork tested against a normal ear. 

3. Both lower and upper tones are affected to a greater or lesser 
extent. The lower-tone limit is raised (patient unable to hear fork 
16 D.V.s per second by air conduction). The upper tones are de- 
pressed, especially at the frequencies of 4,096 and 2,048 D.V.s ‘per 
second, marked loss being shown to these forks by bone conduction. 

4. The unruptured drum often shows the fork reactions of a nerve 
deafness. 

Fic. 4.—Case 3. “ Mixed” deafness; both A.C. and B.C. 
affected—high and low frequencies by A.C. Note drop in high 
frequencies by B.C. The most common type of audiogram in 
blast ruptures, 83% of deafness being of ‘ mixed” type. 
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Remarks on Case 3.—Gunner aged 21. Blast from blow-back 
of breech of 25-pdr. on May 29, 1944, causing deafness and tinnitus 
—hilateral. R. ear towards breech. Personal and family history 
negative. June 6: Biood-clot in R. canal. Uninfected reniform 
perforation of postero-inferior quadrants, right ; small antero-inferior 
blast perforation just healed, left. Weber to right. Rinne: Negative 
R., positive L. 16 fork not heard by A.C. right; 4,096 fork not 
heard by A.C. or B.C. right. Loss to 256 fork equals 5 secs. 
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5. Audiometry shows “ the horizontal drop ’—see Fig. 4—or the 
inverted V type of curve, in which the hearing loss is least in the 
centre of the frequency scale-——5S12 or 1,024 cycles per second. 

6. If the rupture heals and middle-ear hearing returns, nerve type 
deafness may remain. Nerve deafness may improve, leaving a 
middle-ear deafness, but this change is not so common as the first 
type of reversal mentioned. 


Infection of the Middle-ear Cleft 

Incidence.—75 out of 152 (49%) consecutive cases of blast 
rupture gave the history or had the signs of otitis media follow- 
ing upon the injury. 

Relation to Interference.—By interference is meant the instil- 
lation of fluids or solids into the external meatus, inadvertently 
(swimming) or therapeutically (syringing, drops). In the above 
series 23 (15.1%) had interference, and 18 of these developed 
a subsequent irtfection—an incidence rate of 78%. Interference 
is thus a positive factor in the production of infection of the 
middle-ear cleft. 

Time of Onset.—Of the above series 62.79, developed otitis 
media within four days of the blast rupture. In the late cases— 
that is, those that occur after 8 days—a very positive cause for 
the production of the infection is usually found—e.g., acute 
nasopharyngeal infection, late interference, or pre-existent 
chronic nasopharyngeal sepsis. 

Bacteriology.—The infection in those cases reaching hospital 
is usually a mixed one, with streptococci, staphylococci, or 
pneumococci, associated with Ps. pyocysinéa, B. proteus, or 
diphtheroids. 

Symptoms and Signs.—Pain in the ear and an increased deaf- 
ness precede the otorrhoea. The typical picture of acute otitis 
media presents itself, the traumatic perforation standing out 
clearly in some cases, while in others it is masked by debris or 
by oedematous middle-ear mucosa. 

Complications——Chronic otitis media is the commonest 
sequel, but is uncommon if patients are brought under aural 
supervision in the early stages. The usual causes of failure to 
cure the acute condition include neglect of efficient aural toilet, 
failure to eradicate chronic nasopharyngeal foci surgically, 
failure to deal with subacute mastoiditis when the otorrhoea 
persists over five weeks, and the use of chemotherapy to the 
exclusion of local toilet and surgery where such are indicated. 
Acute mastoiditis is uncommon, probably because of the 
excellent drainage afforded by the rent in the tympanic mem- 
brane. Subacute mastoiditis, however, is common, and unless 
the condition is treated many cases of chronic otorrhoea result. 
One case of meningitis (pneumococcal) has been seen, this being 
secondary to pneumococcal otitis media of blast origin. The 
response to chemotherapy was excellent, and the patient was 
discharged six weeks later with a dry ear, healed drum, good 
hearing, and no abnormal signs in the central nervous system. 
No other intracranial complications have been recorded. 

Treatment.—Most cases respond well to the “dry” method 
of treatment—i.e., dry toilet of the canal down to the drum 
until all pus and debris have been removed, and the installation 
of dry gauze wicks, this cycle being repeated as often as the 
wick becomes damp. With the local treatment is combined 
rest in bed for the first week. The appropriate sulphonamide 
is used if the otorrhoea persists over 14 days, and in these 
cases a full course of 30 g. is given. Penicillin has not been 
used in this series. Nasopharyngeal foci are dealt with surgi- 
cally at an early date, and a cortical mastoidectomy is performed 
after the lapse of five weeks if the otorrhoea persists. 

Prognosis.—This is good when the case is treated in hospital. 
The average duration of the otorrhoea in the series of 75 cases, 
from the time of onset, was 18 days, but the mean figure under 
full hospital treatment and personal supervision, after admission, 
was 13 days. Of these 75 cases 5 developed acute otitis media 
after admission, and these were followed through until quite 
dry ; the mean figure for this group was 12 days. Relapses 
may occur if an acute nasopharyngeal infection arises, or if 
the perforation remains unhealed and infection is reintroduced 
via the meatus. An impression gained from out-patient 
experience is that many cases result from inadequate primary 
treatment, and in these the outlook with respect to cessation of 
the discharge is doubtful. Many of these cases of chronic 
otitis media do well in hospital but relapse a short while after 
they have been discharged from the wards. 
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Treatment 


Prophylaxis.—The wearing of plugs in the external meatuses 
might help to lower the incidence of rupture, but it is difficult to 
find a suitable material which will be firm enough and yet will 
allow a reasonable standard of hearing. Such a measure is 
therefore impracticable in modern warfare. A _ regular six- 
monthly check of those exposed to the effects of blast offers 
the best hope of reducing the incidence of severe nerve deaf- 
ness. Any showing deafness could be removed from the source 
of trauma before high-grade disability was established. Those 
possessing healed ruptured drums should be protected from 
further blast damage in a similar manner. 


Uninfected Blast Ruptures.—Since the use of antiseptic aural 
drops increases the likelihood of infection these ears should be 
left strictly alone. These patients are warned that it is dan- 
gerous to allow water to enter their ears, and swimming is 
prohibited. Should a coryza develop, forcible blowing of the 
nose, with the nostrils occluded, is contraindicated. Inhalations 
of mentholated steam are advised. The prophylactic use of 
chemotherapy to reduce the incidence of infection is of doubt- 
ful help. If employed a full course should be given. 


Infected Blast Ruptures.—Treatment should be along the lines 
already indicated. The need for admission to hospital and for 
a thorough local toilet is again stressed. 


Nerve Deafness.—Little active treatment is possible. Rest 
from the field, reassurance, and, if tinnitus is severe, « 14-days 
course of phenobarbitone are employed. Removal from the 
source of injury is essential. 


Prognosis 


It is difficult at an early examination to say which ruptures 
will heal and which will not. In general, extensive gaps in the 
tympanic membrane are unlikely to close; moderate-sized 
lesions, involving a third of the pars tensa, have a fair chance 
of doing so; while small perforations are likely to heal spon- 
taneously, providing there is no complicating factor such as 
persistent infection. If the edges of the rupture show vascu- 
larization a fortnight after the injury, the repair is taking place 
normally. If no such red edge is seen at the end of six weeks 
there is little chance of closure. A perforation which has 
shown no change in three months will not heal spontaneously. 
The presence of otitis media delays healing until the infection 
has been controlled, but thereafter the reparative processes 
often proceed with surprising rapidity. One wonders whether 
the onset of an otitis is not, on occasion, helpful, the increased 
local vascularity stimulating fibroblastic reaction. On the other 
hand, persistent pus is very likely the forerunner of permanent 
perforation. 

Recovery of hearing proceeds at varying rates. Ruptures 
which heal, leaving little, if any, visible scar, sometimes recover 
full acuity of hearing to the human voice, providing there is 
no permanent associated nerve deafness. Fork tests, and the 
audiometer, usually reveal gaps in the lower-tone register, 
however. Uninfected, unhealed lesions also, under the same 
conditions, often recover almost completely. Some cases show 
a residual middle-ear or “mixed” deafness at the end of six 
months, and such deafness is likely to be permanent. 

Otitis media lowers the hearing until the tissues have 
recovered from the inflammatory reaction, and may result in a 
permanent deterioration of this faculty. Therefore, in blast 
ruptures considerable improvement of hearing is probable, but 
prognosis as to full recovery should be guarded. It is the 
degree of associated cochlear deafness that often determines 
the final acuity of hearing in “mixed” deafness. In nerve 
deafness of blast origin a guarded prognosis should be given. 
Many cases recover completely when judged by the spoken 
voice, but the upper-frequency forks (2,048 and 4,096 D.V.s 
per second) and the audiometer usually reveal a permanent 
depression at those frequencies—in most cases developing 
rapidly up to a certain point, then slowly or no further ; a few 
continue to have a high-grade inner-ear deafness. Any deaf- 
ness remaining at the end of six months is likely to be 
permanent. 

Tinnitus is apt to be a persistent and annoying symptom in 
cases of labyrinth deafness. 


The Future 


With the termination of hostilities many soldiers will return 
to civilian life with a legacy of their service in the shape of 
deafness, with or without an otorrhoea. Such a disability is 
pensionable. Others as they approach the age of 40 years— 
the age at which idiopathic nerve deafness starts—will become 
deaf, and may apply for compensation on the grounds of their 
war service. Such deafness is unrelated to their service and is 
not pensionable. Unfortunately, the clinical pictures and the 
audiometric records of blast nerve deafness and of senile deaf- 
ness are similar. In the differential diagnosis stress will be laid 
on the history and on the age of the patient. 

The routine audiometric recording of the hearing of Service 
men under the age of 40, prior to their discharge, is urged. 
A permanent record of the state of the hearing tefore the onset 
of possible senile deafness would be available, and this would 
be of inestimable value to the otologist in assessing this difficult 
type of case at a later period. 


Summary 

An outline of an Army otologist’s views on the incidence, aetio- 
logy, and types of blast injuries to the ears is given. 

The high percentage of associated cochlear trauma in blast rup- 
tures is stressed. 

Infection after rupture occurs in approximately half the cases, and 
usually begins within four days of injury. 

A half-yearly otological examination of soldiers, to determine the 
presence or absence of blast deafness, is indicated. 

Prognosis is doubtful, and should be guarded. Residual deafness 
may remain. 

Routine audiometry upon demobilization is advocated. 


Acknowledgment is made to Brig. H. S. Kenrick, N.Z.M.C., 
D.M.S., 2 N.Z.E.F., for permission to undertake this investigation ; 
and to Sgt. B. E. Conway and Cpl. O. R. Riley, of the N.Z.M.C., 
for invaluable assistance in record-keeping. 


THE HIPPURIC ACID TEST IN PREGNANCY 
BY 
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Second Clinic of Obstetrics and Gynaecology, Medical Faculty, 
University of Istanbul 


Since the hippuric acid test was introduced by Quick (1936) for 
clinical purposes many investigations have been published 
stressing its value in the diagnosis of liver impairment. The 
importance of the test lies, according to Rennie (1942), 
Higgins et al. (1944), and others, in the detection of a general 
liver dysfunction rather than as an aid in the differential 
diagnosis of liver diseases. Its delicacy as a measure of liver 
efficiency made its use attractive for our purpose, as it might 
show more conclusively whether or not there exists a real 
deficiency in the liver metabolism due to pregnancy. The 
hippuric acid test has been applied to pregnant women pre- 
viously, so far as we know, only by Neuweiler (1939), who 
investigated the hippuric acid excretion during pregnancy and 
the puerperium. He found a generally low output in pregnancy. 
with a very wide range. 

This investigation has been made in our antenatal clinic on 
50 pregnant women during the last trimester. No particular 
selection was made, except that women with the slightest signs 
of oedema, albuminuria, or hypertension were excluded. 
Twenty women attending the out-patient department with 
general gynaecological complaints were taken as controls. 


Methods 


In order to avoid the often-reported nausea and vomiting 
after oral application of sodium benzoate, and also a wait of 
four hours, we used the intravenous modification of the Quick 
test as described by Quick, H. Ottenstein, and Weltchek (1938). 
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In the literature very little was to be found about the comparison 
between the oral and intravenous methods. A comparative 
study by B. Ottenstein (unpublished) of both methods of appli- 
cation in normal and luetic patients convinced us that the 
intravenous method is slightly more sensitive than the oral one. 

The tests were made in the morning between 9 and 12 o’clock. 
The patients, who had had a light breakfast at home, were 
injected slowly with a freshly prepared solution of 1.77 g. of 
sodium benzoate in 20 c.cm. of distilled water. The injection 
took not less than 4 to 5 minutes. Most of the patients showed 
ne reaction at all, some a little dizziness during the injection. 
They were advised to urinate before the injection and then rested 
ior exactly one hour, after which the urine was used for the esti- 
mation. Amounts of urine of less than 100 c.cm. were immedi- 
ately acidified with 25° hydrochloric acid to Congo-red reaction 
(about 1 c.cm.) and vigorously stirred with a glass rod until 
precipitation of hippuric acid crystals started. These were 
allowed to stand for at least one hour in the ice-box. The 
supernatant fluid was then filtered off with a suction pump 
and the crystals repeatedly washed with a little cold water until 
the original container was entirely clean. The filter paper was 
carefully removed from the funnel and the crystals washed into 
a small beaker with a little hot water. The crystals were then 
dissolved by heating and immediately titrated with N/5 sodium 
hydroxide against phenolphthalein. Calculations were done 
according to the original prescription by Quick (1936), and the 
results expressed as milligrammes of benzoic acid. If the 
excreted urine was more than 100 c.cm. it was first slightly 
solidified with acetic acid and concentrated to about 50 to 70 
c.cm. on a boiling-water bath. The estimation was then made as 
described above. 

Results 

Control Group (20 women, non-pregnant).—Mean average, 
0.768 ; range, 0.41-1.10; standard deviation, 0.22; standard 
error, +0.05 ; coefficient of variation, 29.1%. 

Pregnant Women (50 cases)—Mean average, 0.43; 
0.15-0.76; standard deviation, 0.16; standard error, 
coefficient of variation, 37.2%. 


range, 
+0.02 ; 


Discussion 


The findings of Neuweiler (1939) were fully confirmed. In 
late pregnancy there was a marked decrease in the excretion 
of hippuric acid after intravenous injection of sodium benzoate. 
In our series only one of the pregnant women reached the level 
of the mean average of the control group. On the other hand, 
four of the 20 controls showed a rather low output and two 
more showed a value slightly under 0.7. This figure is generally 
accepted as the lower limit of normal. These patients had no 
symptoms which could explain the low values. Therefore, as 
some non-pregnant women show a decrease in hippuric acid 
excretion and some pregnant women have only a slight diminu- 
tion of the normal excretion, one has to be cautious in drawing 
conclusions. One has to consider whether the doubtlessly 
existing lowering of the hippuric acid excretion might be only 
the expression of a physiological peculiarity of the state of 
pregnancy. According to Quick (1931), the benzoic acid is con- 
jugated in the liver with glycine, thus forming hippuric acid, 
which is excreted by the kidneys. If no food rich in glycine 
is taken previously the glycine is synthesized in the liver at a 
constant rate roughly proportional to the surface area of the 
patient, provided the ingested dose of benzoic acid is big enough. 
Since the excretion of hippuric acid by the kidneys is even faster 
than its synthesis (Quick, 1931), a low rate of excretion after 
administration of benzoic acid in the almost fasting state is a 
measure of the ability of the liver to synthesize glycine. But 
as in kidney impairment there is a retardation in the excretion 
rate of formed hippuric acid (Snapper and Griinbaum (1924) 
have found an increase in hippuric acid in the blood after 
administration of benzoic acid in cases of renal sclerosis), 
this possibility has also to be considered, since retention of 
nitrogen during pregnancy is quite common. The intake of 
benzoic acid and glycine in a fairly large amount would clarify 
this question. Investigations on this line are in progress. 

Considering theoretically all possible explanations of our 
findings in view of the peculiarity of the state of pregnancy, 
there remains another problem to be discussed. Again accord- 
ing to’ Quick, together with the conjugation of benzoic acid 


with glycine there is also a conjugation with glucuronic acid, 
which forms glucuronic acid-monobenzoate. The portion of 
benzoic acid appearing in the urine combined with glucuronic 
acid is generally insignificant, owing to the fact that when 
glucuronic acid-monobenzoate is administered it is eliminated 
as hippuric acid and the glucuronic acid presumably becomes 
oxidized. With regard to the occurrence of glucuronic acid 
in pregnancy very little is known ; but we do know that of the 
total amount of oestradiol in pregnancy a high proportion is 
converted to the inactive oestriol, and this, at least to a certain 
degree, is combined with glucuronic acid. It might be hypo- 
thetically assumed that there is a greater need of glucuronic 
acid in the body during pregnancy, and this fact may interfere 
with the usual conjugation of benzoic acid and glycine. This 
problem, too, will be investigated and reported on later. 


Conclusion 


The excretion of hippuric acid has been tested after 
intake of 1.77 g. of sodium benzoate intravenously in 50 women 
during the last trimester of pregnancy ; 20 non-pregnant women 
acted as controls. 

Most of the pregnant women showed a marked decrease in 
hippuric acid excretion: an explanation of this phenomenon 
has been discussed. 

The generally low output of hippuric acid after intake of 
sodium benzoate in pregnancy makes this test inapplicable 
where hepatic diseases are associated with that condition. 


We wish to express our gratitude to Prof. Nasid Erez, director of 
the clinic, for having given all facilities for making this investigation. 
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SULPHAPYRIDINE ANURIA IN GURKHAS 


BY 


C. W. HEALEY, M.C., M.D. 
Lieut.-Col., R.A.M.C.; Hon. Asst. Physician, N. Staffs R.1. 


(From a Military Hospital in India Command) 


From November, 1944, to February, 1945, five cases of 
sulphapyridine anuria in Gurkhas were admitted to this 
hospital. Two were treated medically and three surgically. All 
terminated favourably. Perhaps the most interesting one was 
the following. 

Case History 


The patient, a Gurkha soldier aged 18, was admitted to another 
hospital with bronchopneumonia on Jan. 12, 1945, and was treated 
with sulphapyridine, 1 g. four-hourly, along with vitamin C tablets. 
Next day he was transferred to a second hospital, where treatment 
was modified to 1 g. of sulphapyridine every six hours. This treat- 
ment was continued during the 14th and 15th, when his general 
condition showed a marked improvement and chest examination 
revealed only rhonchi scattered throughout the lungs. 

At 6 a.m. on Jan. 16 the patient, whose output of urine was 
diminishing so that fluids were pressed, complained of severe pain 
in the epigastrium and painful micturition. The sulphapyridine was 
stopped immediately, after 23 g. had been given, and the patient 
received the usual medical treatment for sulphonamide anuria. 
Later that day he was transferred to this hospital, 25 miles away. 
He had last passed urine (4 oz.: 114 c.cm.) about midnight on 
Jan. 15/16. 

On arrival at 9 p.m. on Jan. 16 the patient was complaining of 
frequent vomiting and of severe cramplike epigastric pains. He 
thought that during the journey he had passed a few drops of urine 
with much straining. He was drowsy and _ slightly cyanotic. 
T. 97.4° F. (axilla); P. 120, rhythmic, equal, full ; R. 36; B.P. 
115/85. Pupils were miotic and reacted sluggishly to light; tongue 
dry and furred; ankle- and knee-jerks brisk ; cryaesthesia. Examina- 


tion of the lungs did not reveal any area of consolidation, but only 
generalized rhonchi and gross rales. 

He was examined and his bladder washed out with luke-warm 
Medical treatment was continued, with 


sodium bicarbonate solution. 
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plenty of fluids and alkalis by mouth and hot applications in both 
kidney regions. With his vomiting the patient ejected three round- 
worms. At 2 a.m. on the 17th he passed with difficulty a few drops 
of smoky urine. He was also given a continuous intravenous drip 
of glucose-saline. At 8.30 a.m., after a little sleep, he felt more com- 
fortable. His intake of fluid in this hospital so far had been 48 oz. 
(1.1 1.), but no urine other than the few drops already mentioned 
had been passed. His condition was stationary except that he was 
rather drowsier than before. T. 96.2° F.; P. 70, hard, full; R. 36; 
B.P. 145/100; blood urea 48 mg. per 100 c.cm. Condition of the 
chest unchanged. Medical treatment was continued all day and the 
bladder was washed out twice without result. At 5 p.m., in view 
of the persistent anuria and the progressive increase of the uraemic 
symptoms, operative treatment was decided upon. A venesection of 
300 c.cm. was done, followed by an intravenous drip transfusion 
of glucose-saline. At 6.15 p.m. the patient was given an injection 
of morphine. At 7 p.m.-—43 hours after the anuria had begun— 
right-sided nephrotomy was carried out under local analgesia. 

At operation the kidney was found enlarged and congested, and 
showed small localized subcapsular swellings containing urine; an 
incision from the convex border to the pelvis was made for a length 
of about 1} in. (4 cm.) and a rubber catheter stitched in. Lavage of 
the pelvis with a solution of sodium bicarbonate was carried out, 
followed by lavage of the bladder with the same solution. There 
was no occlusion of the ureter. After the operation the patient 
was given a subcutaneous saline injection of 400 c.cm. and aikalis by 
mouth at regular intervals. He spent a good night; I oz. (28.4 c.cm.) 
of urine was collected through the catheter, and the bedding was 
found to be soiled with urine the next morning. He looked better 
and vomiting had stopped. T. 100.2° F.; P. 70; R. 22. At about 
12 noon his temperature went up and the clinical examination 
showed consolidation of the right lower lobe of pneumonic type. 
Fever of the high remittent type continued on Jan. 19 and 20 (see 
Chart). During this period the patient passed an increasing quantity 
of urine by the catheter and per urethram. He looked very ill, 
cyanosed, and dyspnoeic, so symptomatic treatment was given. The 
blood urea on Jan. 19 was 55 mg. per 100 c.cm. 

At 4 p.m. on Jan. 18 sodium penicillin treatment had been started, 
15,000 Oxford units every three hours (concentration 5,000 units per 
c.cm.; the potency having been checked by the station laboratory). 
In the morning of the fourth day of treatment (Jan. 21) the patient 
looked better, although his local condition remained unchanged 
and he was found to have developed a bed-sore. His temperature 
was down for the first time after the operation, but in the evening 
it went up again. Clinical examination showed, besides the pneu- 
monia of the right lower lobe, the presence of scattered patches of 
bronchopneumonia in the right upper and left lower lobes. At 
about 4 p.m. the patient developed a crisis of asphyxia, with tracheal 
rales, which was overcome only by continuous inhalation of oxygen, 
digitaline, and camphor in oil. 

At that time (the catheter had been removed the day before) the 
patient was passing a fair quantity of strongly alkaline urine; his 
W.B.C. count was 8,100 and his blood urea 32 mg. per 100 c.cm. 
In view of impending disaster, the chance was taken of giving him 
1 g. of sulphadiazine four-hourly. He had his first dose at 5 p.m., 
and the next morning seemed somewhat improved. The course of 
the temperature is shown in the Chart. Sulphadiazine was con- 
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tinued in doses of | g. cight-hourly until Feb. 1, when it was cut 
down to 0.5 g. eight-hourly (W.B.C., 5,900) and the next day dis- 
continued altogether. As adjuvant therapy he was given 2 c.cm. of 
nikethamide twice daily. His blood urea on Jan. 31 was 22 mg. per 
100 c.cm. 

The recovery of the patient was quick and satisfactory, and on 
March 4 he was discharged from hospital. 


Comment 


Assuming that the normal precautions taken in sulphonamide 
therapy were observed (as they appear to have been) before 
the patient’s admission to this hospital there seem to be two 
possibilities: (a) that the sulphapyridine used had become 
toxic ; and () that Gurkhas, having never experienced Western 
medication, are particularly liable to fail to excrete the products 
of modern chemotherapy. As, however, the same consignment 
of sulphapyridine has been used in several hundreds of cases 


of British and Itailian patients without any untoward results, 
the former explanation is considered unlikely. 

In all cases burning micturition, shortly preceding the 
oliguria, was the first symptom. Cystoscopic examination 
revealed great haemorrhagic suffusion and congestion of the 
mucosa of the bladder, obviously making any attempt at 
ureteral catheterization difficult and dangerous. No signs of 
tubular obstruction were seen at any of the operations. The 
absence of these—which one would expect to be present if the 
acetyl-sulphapyridine is to reach such a concentration in the 
urine as to be precipitated in the lower third of the ureter and 
uretero-vesical orifice—and the free passage of the bicarbonate 
solution which was introduced into the pelvis of the kidney 
to the bladder, rule out any possibility of mechanical obstruction 
of the renal tract as the cause of the anuria in the three cases. 
At no time has any crystal of a sulphonamide derivative been 
seen either at operation or in the urine, even microscopically. 

The operation revealed in all three cases a kidney with no 
signs of hydronephrosis of the pelvis but small subcapsular sacs 
containing urine. The kidney, especially the medulla, was 
found congested. We believe that this condition of congestion 
a toxic nephrosis—of the kidney may be the primary cause of 
the anuria. 

The blood urea, which has been found to approximate 
closely in Gurkhas to the normal European standard, rises 
rapidly, especially in the second 24 hours after anuria has 
become established, reaching not far from 60-80 mg. per 100 
c.cm. after 24 hours. We consider it advisable to try medical 
treatment for the first 24 hours after the onset of burning mic- 
turition and oliguria, and to resort to surgical measures if such 
treatment meets with no success. , 

It is regretted that owing to Service conditions no bibliography is 
available. 

I should like to express my thanks to the various members ot 
the hospital staff, Indian and Italian, and especially Cap. Del Rio 
M., of the Corpo Sanitario Italiano, and Major B. L. Raina, 
I.A.M.C., for their excellent work and loyal co-operation; also to 


Col. K. S. Master, M.C., K.H.P., for his kind interest and permission 
to publish this note. 


ACUTE PANCREATITIS 
BY 
NORMAN G. GODFREY, F.R.C.S. 
Surgical Specialist (Full-time, Temporary), Cruampsall Hospital, 
Manchester 

Acute pancreatitis is one of those conditions concerning which 
it is difficult to formulate definite ideas as to diagnosis and 
treatment, for the disease varies enormously in its severity, 
and statistics as to the mortality rate under different forms of 
treatment are often misleading. This article is written in an 
endeavour to clarify some points concerning its diagnosis and 
treatment. 

Before considering the diagnosis it is necessary to stress 
several facts which are well known. 

(1) The disease varies from an extremely severe catastrophic con- 
dition to a mild abdominal upset, which in the majority of cases is 
not recognized as a pancreatitis. 

(2) A definite clinical diagnosis is extremely difficult. In a study 
of recent literature on acute pancreatitis the following figures are 
of significance. Pre-operative diagnosis: All cases were operated 
upon at varying intervals from the time of onset of symptoms. In 
those operated on under 72 hours from onset the pre-operative 
diagnosis was incorrect in a much higher proportion of cases: 


Pre-operative diagnosis: Cases 
Acute cholecystitis .. Ds 26 
Acute pancreatitis .. in 20 


Criteria for a Diagnosis of Acute Pancreatitis.—In considering 
the diagnosis of acute pancreatitis in a series of cases it is 
necessary to have some criteria on which the diagnosis is based. 
In this series, and in the cases taken from the literature, the 
diagnosis has been made on one or more of the following: 
(1) evidence of acute pancreatitis seen at necropsy ; (2) evidence 
of acute pancreatitis seen at operation ; (3) clinical evide 
associated with a urinary diastase above 5O units. es a. 
which clinically may have been acute pancreatitis ee ” 
fulfil one or more of the above conditions have }“{''Y Teason- 
from this discussion. 
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Differential Diagnosis 

Figures taken from the literature and from our own cases 
show that the two most common conditions with which acute 
pancreatitis is confused in the clinical diagnosis are perforated 
peptic ulcer and acute cholecystitis. The treatment of per- 
forated peptic ulcer is early operation, whereas in acute 
cholecystitis (although fashion changes from time to time) most 
surgeons adopt a conservative attitude, operation being per- 
formed as an emergency only when certain pathological changes 
occur which make it dangerous to continue with conservative 
treatment. 

It is my belief that the most severe cases of acute pancreatitis, 
particularly in men, simulate perforated peptic ulcer, and the 
less severe cases simulate acute cholecystitis. In the cases of 
acute pancreatitis mistaken foi perforated peptic ulcer, operation 
is performed and the mortality is high. In the less severe cases, 
mistaken for acute cholecystitis, conservative treatment is 
adopted and the mortality is lower. The result of this is that 
the mortality for operation is higher than for conservative treat- 
ment: but this gives a false picture of the effect of operation 
on the mortality, because the cases diagnosed pre-operatively 
as perforated peptic ulcer are the most severe ones and will 
have a high mortality rate in any case, although the added 
strain of an operation must increase the rate, but not to the 
extent which is implied by a comparison between the conserva- 
tive and operative treatment. 

If laparotomy is performed because of doubt or mistaken 
diagnosis it seems logical that the least possible intra-abdominal 
interference should take place. Decompression of the biliary 
system by means of cholecystostomy may be advisable, and 
drainage of any large collection of fluid in the lesser sac. 


Analysis of Cases 
Thirteen cases of acute pancreatitis in which the diagnosis was 
confirmed by one or more of the criteria mentioned above were 
treated at Crumpsall Hospital during the four-year period 
1941-4. Ten of these cases were submitted to operation ; the 
pre-operative diagnoses of these cases are as follows: 


Cases Submitted to Operation within 60 Hours of the Onset of 
Acute Symptoms 


Cases 
Pre-operative diagnosis: 
Acute intestinal obstruction .. 1 


Cases Submitted to Operation 10 to 30 Days after the Onset of 


Symptoms 
Cases 
Pre-operative diagnosis: 


As an explanation of the diagnosis of the cases submitted to 
early operation it should be noted that acute pancreatitis was 
considered in* at least four instances, but because of uncer- 
tainty it was thought unwise to continue with conservative 
treatment. 

Suggested Procedure 


In a case where the diagnosis of acute pancreatitis is a 
Possibility one must first consider whether it may be a per- 
forated peptic ulcer, and if reasonable doubt exists laparotomy 
must be performed. If at operation an acute pancreatitis is 
found the most that should be done is decompression of the 
biliary system by means of cholecystostomy, and drainage of 
any large collection of fluid in the lesser sac. Acute pancreat- 
itis is associated with gall-stones in a high proportion of cases, 
and if there is an impacted stone at the neck of the gall-bladder 
cholecystostomy is useless unless the stone can be removed. In 
such a case cholecystectomy should be performed if the general 
condition of the patient allows it. Gastro-intestinal suction 
should be used in all cases, whether treated conservatively or 
by operation. 


If the diagnosis of perforated peptic ulcer or any other con- 
dition requiring urgent intervention can be eliminated, con- 
‘ative Ucatment should be adopted. Conservative treatment 
ree Periodic examination of the patient, with an 
record of the pulse rate, eontinuous gastro-intestinal 

\ 


suction, administration of intravenous therapy (preferably 
plasma), and an estimation as soon as possible of the blood or 
urinary diastase. Whipple (1942) prefers the serum lipase test 
of Myers, which, he states, can be performed within an hour 
by those experienced in its use. At a later date a radiological 
examination of the gall-bladder should be performed, and if 
stone or non-function of the gall-bladder is demonstrated, 
operation must be undertaken. 


Summary 
In acute pancreatitis a diagnosis of perforated peptic ulcer ot 
some other surgical emergency will be made in approximately 40% 
of the cases and laparotomy be performed. The mortality rate will 
be high in these cases, chiefly because they are the most severe. 
Where the diagnosis of acute pancreatitis or acute cholecystitis is 
made the patient should be treated conservatively on the lines 
described. In these cases the mortality rate will be lower, chiefly 
because they are less severe. 
In the mild cases the diagnosis of acute pancreatitis will often not 
be made. 
REFERENCE 
Whipple, A. O. (1942). New Engl. J. Med., 226, 515. 


Medical Memoranda 


A Fatality from Thyroidectomy following a 
Leucopenia caused by Thiouracil 


There has recently been considerable interest in the treatment 
of thyrotoxicosis by the administration of thiouracil. It is 
difficult to assess the value of any new drug without extensive 
trials ; the publication of a single case report is probably of 
little value of itself, but when taken in conjunction with others 
it may help to form a basis of opinion. 


Case History 


Mrs. A., aged 67, was admitted to the Royal Victoria and West 
Hants Hospital, under Dr. Robson, as a case of heart failure. For 
the previous 15 months she had suffered from increasing dyspnoea, 
especially on exertion, and swelling of the ankles. She experienced 
no cardiac pain or palpitations. She had a slight productive cough 
but had never had any haemoptysis. Appetite was good, and there 
was no loss of weight. Her symptoms had increased markedly 
during the month before admission, so that any slight exertion tired 
her. Her previous history contained nothing relevant. There was no 
record of rheumatic fever or tonsillitis. 

On admission the patient was fairly well covered and _ there 
was no apparent recent loss of weight. She had a well-marked 
exophthalmos, with a moist skin and slight tremor. She did not 
appear to be very nervous. She had a pronounced auricular flutter 
with a pulse rate of 120. The apex beat was 4 in. (10.2 cm.) from 
the midline, in the fifth left intercostal space. A systolic murmur 
was heard over the cardiac area, with maximum intensity over the 
apex beat; a mid-diastolic murmur was also present. There was 
evidence of back pressure, with oedema and pitting over the lower 
limbs and back. Some crepitations were heard at the bases. The 
liver was not enlarged. There was a uniform enlargement of the 
thyroid, which was smooth and fairly firm. A systglic murmur could 
be heard all over the gland. 

Radiological examination of the chest showed gross cardiac en- 
largement with back pressure. The urine contained no casts, but 
there was a slight trace of albumin. The blood urea was 37 mg. per 
100 c.cm. Blood count: erythrocytes, 6,160,000 per c.mm.; Hb, 
62% ; colour index, 0.5; leucocytes, 7,000 per c.mm. (polymorphs 
68%, lymphocytes 24%, monocytes 8%). 

She was treated with digitalis and sedatives at first, which im- 
proved the rate and regularity of her heart. She was then put on 
a course of Lugol’s iodine, which was discontinued on account of 
persistent diarrhoea. A course of mercurial diuretics was then tried, 
with some improvement. It was decided to start her on a course 
of thiouracil, owing to her apparent intolerance of iodine. She 
received daily injections of 0.3 g. for one weck, at the end of which 
time she was found to be suffering from a leucopenia, her leucocytes 
having dropped to 3,900 per c.mm. (polymorphs 60%, with a rela- 
tive lymphocytosis). An immediate injection of 10 c.cm. of pent- 
nucleotide restored her leucocytes to 8,200, with 80% of polymorphs. 
However, four days later her leucocytes had fallen to their original 
level. Her general condition had improved with thiouracil; whereas 
she had lost a stone (6.3 kg.) in weight during one month’s treatment 
in hospital, she now started to gain. As her blood picture remained 
unsatisfactory she was given daily injections of 10 c.cm. of pent- 
nucleotide, which produced only a temporary improvement in her 
leucocyte count. These injections, however, brought about a severe 
general reaction, with a rise of temperature and pulse rate. After 
three weeks’ treatment, with no permanent improvement in her blood 
picture, her thyrotoxicosis began to become more apparent, with a 
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return of her fibrillation. It was decided that her only chance of 
recovery lay in a thyroidectomy. She therefore began another course 
of Lugol’s iodine. 
4,400 per c.mm. 

Operation was performed under avertin, gas-oxygen, 
anaesthesia. Seven-eighths resection of the gland was carried out. 
Her condition on return from the theatre was fairly satisfactory, with 
a pulse rate of 90. She was unable to retain any Lugol's iodine 
given by the rectum, and intranasal feeding was not tolerated. Some 
eight hours after operation her pulse rate rose sharply to 140, and 
she became very restless. She apparently died of a thyrotoxic crisis 
some 24 hours after operation. 


Her leucocyte count a day before operation was 


COMMENT 


This case presented the familiar problem of an elderly 
thyrotoxic patient with advanced cardiac damage. The difficulty 
arose from her intolerance of iodine. Thiouracil produced an 
improvement in her toxic condition, but the effect was offset 
by the apparent irreversible change in her blood picture. 
Pentnucleotide produced only a temporary improvement, which 
was accompanied by disturbing general reactions: this might 
have been overcome by the administration of extract of yellow 
bone-marrow, given by the mouth. This case is the first 
fatality in a small personal series of under 100 thyroidec- 
tomies, which included some severe thyrotoxic cases with 
concomitant heart damage. 

My object in reporting this case is to stress the danger of 
subjecting a patient to thyroidectomy with an uncompensated 
granulocytopenia, even if the other indications for operation 
appear to be urgent. 

C. E. P. Markpsy, B.Ch., F.R.C.S 


Assistant Surgeon, Royal Victoria and West Hants Hospital, 
Bournemouth. 


Palindromic Rheumatism 


This syndrome seems so clear-cut that it is strange, in view of 
ihe widespread interest shown in rheumatic conditions over the 
last 20 years, for it to have escaped notice in the U.S.A. until 
four or five years ago and, here, until Wingfield (1945) reported 
a case in the Journal. Hench and Rosenberg (1941, 1944), the 
former a leading authority on rheumatism, described 34 cases 
from the Mayo Clinic, and Cain (1944) one case. No excuse, at 
any rate, need be made for reporting further cases as they come 
to notice. The symptoms and signs presented by a patient seen 
in Sept., 1945, accord closely with the accounts given already. 


A housewife aged 53 was sent to Droitwich for treatment for 
arthritis. She gave a history of four years of frequent brief acute 
attacks of pain, sweliing, and redness of her joints, or of the tissues 
near them, lasting a few hours to six days, generally three days. 
The intervals were quite irregular. Some malaise occurred during 
the attack, but the temperature was never raised. She was perfectly 
well, with no joint symptoms whatever, between the attacks. These 
often started at night. The hands, knees, or feet were usually 
affected. 

The patient was a healthy well-nourished woman with a slightly 
enlarged thyroid but no symptoms or history of hyperthyroidism. 
She had never had a doctor except for her six confinements and for 
the present condition. There was a small patch of inflammation 
on the dorsum of the left foot, which cleared up within 24 hours, 
and a small subcutaneous nodule near her right elbow. During her 
stay of three weeks her right wrist, the subcutaneous tissue at the 
nape of the neck, and her left ankle were affected in turn for three 
to four days. Her temperature was at all times normal. The B.S.R. 
was norma! in two of the interval-, but was raised (28 Westergren) 
during the last episode. The blood count, blood uric acid, urine, 
and x-ray appearances (hands and knees) were normal.  Salicylates 
had no effect. 


Following biopsy, Hench and Rosenberg describe: (a) typical 
inflammatory joint reaction ; (/) inter- and intra-cellular oedema 
of the skin; (c) low-grade non-specific reaction in the nodules. 
As to aetiology, they reject infective, allergic, and angioneu- 
rotic possibilities ; there is then, for the moment, even less of a 
clue to it than in rheumatoid disease, the condition which the 
syndrome most closely resembles. It would appear, however, 
that anxiety and strain may play, at any rate, a predisposing part 
in both conditions. Thus the one patient in the Mayo Clinic 
group who lost her attacks completely, did so after she * quit 
worrying and adopted a baby,” and another had less severe 
attacks after he “ quit the oil business, became a druggist, and 
took phenobarbitone daily,” while the patient ~vhose case is 
described here started hers after months of great war strain 
and of anxiety about ner son, who had disappeared in Malaya. 


A. R. NeviGan, M.D.Lond. 


Droitwich. 
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A YEAR’S BIOCHEMISTRY 
Annual Review of Biochemistry. Nol. XIV. Editor, James Murray Luck: 
Associate Editor, James H. C. Smith. (Pp. 856. 30s.) California: Stan- 


ford University Press; London: H. K. Lewis and Co 


Without any externally visible enlargement, this vear’s volume 
exceeds its predecessor by yet another 60 pages: visions of 
future indefinite expansions involving the supply of a small 
mechanical crane along with each new edition float before a 
semi-stunned reviewer’s mind’s eye. Perhaps, however, things 
are not quite so desperate: the rate of increase may be decelera- 
ting, for last year (see review in the Journal of Nov. 18, 1944) 
we had to register an increase of 90 pages. 

Once more the editors have drawn their contributions from 
the British Commonwealth as well as predominatingly from the 
United States. Two of th’s year’s experts are from Britain and 
three from Australia: the remainder are American authors. 
Again, although most of the contributions derive from academic 
laboratories—universities, medical schools, and research insti- 
tutions—inspection of the various authors’ places of work 
reveals that three out of the forty were engaged in industry 
a rather smaller proportion than in Vol. XIII. 

An admirable balance is once more maintained between, on 
the one hand, the chemical and the biological aspects of funda- 
mental biochemistry and, on the other, between these and their 
application. Thus we have again chapters on biological oxida- 
tions and reductions, and on non-oxidative enzymes: on the 
chemistry of the carbohydrates, of the lipids, and of the amino- 
acids and proteins ; on the water-soluble and on the fat-soluble 
vitamins ; on carbohydrate metabolism, on fat metabolism. on 
protein and amino-acid metabolism, on mineral metabolism : on 
the chemistry of the hormones; on the chemistry and meta- 
bolism of phosphorus compounds; on the steroids and the 
nucleic acids. These hardy and welcome perennials are en- 
livened by the usual addition of bright new annuals This year 
chapters are devoted to the triterpenes, to animal pigments 
(chloroplast pigments were surveyed last year), to detoxication 
mechanisms, to biological nitrogen fixation, and (a comple- 
mentary story) to the nitrogenous constituents of plants and also 
to their mineral nutrition. At the very end are two chapters 
on subjects of topical and still growing interest—namely. the 
chemistry and metabolism of bacteria, and the chemistry of 
antibiotic substances other than penicillin. The author of this 
last chapter, Dr. A. E. Oxford writes: “By reason of a 
regulation designed to ensure the better prosecution of the war 
effort, the first article in the Annual Review of Biochemistry 
to deal exclusively with a comparatively new but rapidly 
growing field in microbiological chemistry cannot include any- 
thing about the most remarkable substance in that field—namely 
penicillin. This is the less to be regretted since penicillin ought 
undoubtedly to have a review to itself when publication upon 
its purification and chemical nature is again permitted.” 
Already his prophecy has been in part fulfilled, with the publi- 
cation of the surviving two alternative formulae out of the 
many that have been so assiduously and secretly elaborated. 
studied, and rejected during the past four years. It can be 
confidently anticipated that next year’s Review will contain 
something like the account forecast by Dr. Oxford. 

Meanwhile there is still only one word -that is indispensable 
to the description of this annual source of satisfaction and 
humility: the word is—indispensable. 


PSYCHOLOGICAL MEDICINE 


Psychological Medicine. A Short Introduction to Psychiatry. With an 
Appendix on Psychiatry associated with War Conditions. By Desmond 
Curran, M.B., F.R.C.P., D.P.M., and Eric Guttmann, M.D., M.R.C.P. 
Foreword by J. J. Conybeare, D.M., F.R.C.P. Second edition. (Pp. 246: 
illustrated. 10s. 6d. plus 6d. postage.) Edinburgh: E. and S. Livingstone. 
Among the very numerous books which have been written on 
this subject in recent years this volume may be described as 
outstanding, and the publication of a second edition in two and 
a half years and at a time when the issuing of books Is so 
difficult shows that the medical public has appreciated this fact 
Its great merit is its brevity, its clarity, and its middle course 
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between the extremes of any of the many psychiatric doctrines 
which have flourished in our time. 

Written perhaps more from the point of view of the psychoses 
than the psychoneuroses, it yet manages to hold a just balance 
between the two branches of mental medicine, and the addition 
of a new chapter on the obsessions adds materially to its value. 
The sections on the organic syndromes, especially that on the 
results of head injury, are especially valuable ; and the appendix 
on psychiatric conditions of war, brought up to date, is of great 
interest. The importance of personnel selection in relation to 
general morale and prevention of mental illness is admirably 
illustrated, especially as exemplified by the absence of neurosis 
in the carefully selected submarine crews, engaged in a service 
which, at first sight at least, might have been expected to result 
in exceptional mental stress. 

It remains to be seen whether the lessons of war can be 
carried into the medicine of peace, and whether the profession 
as a whole can think a little more of the community and a little 
less of the individual as an exercise in * scientific curiosity.” As 
Dr. Conybeare says in the foreword which he has provided: 
“It is clearly better that the diagnosis of the occasional case of 
physical disease should be delayed rather than that large 
numbers of potentially useful men should be rendered hypo- 
chondriacs.” Yet one must try to keep a just balance, and it 
is equally important that we should not dismiss the patient as 
“merely neurotic” because his symptom-complex defeats our 
diagnostic acumen, if we have not got any positive evidence for 
such a conclusion. If all medical practitioners were to read 
and ponder over this excellent little book it would help them 
greatly to avoid the Scylla and Charybdis of these two equally 
common states. 


TUBERCULOSIS IN THE U.S.A. 


Tuberculosis in the United States, Graphic Presentation. Vol. 3. Mortality 

Statistics for Large Cities. Federal Security Agency, U.S. Public Health 

Service, and Medical Research Committee, National Tuberculosis Association. 
This volume is the third of a series dealing with tuberculosis in 
the United States of America. Vol. 1 reviewed the mortality 
from tuberculosis over three decades for States and geographical 
divisions by age, sex, and race. In Vol. 2 the data were 
presented in the form of proportional mortality. Considerable 
variation exists between and within States; the death rate for 
tuberculosis in the triennial period 1939-41 was 411 per million 
in the rural areas and 554 in the large cities—35%, higher. The 
present volume deals with the mortality experience of the 92 
cities with a population of 100,000 or more. The data are set 
out in two tables and two diagrams, for each city. The first 
table shows the death rate in eight age groups for each sex 
and race for the period 1939-41, together with the crude and 
standardized rates. The second table gives, for the same sub- 
divisions, the deaths from tuberculosis as a percentage of deaths 
from all causes. The crude death rates for all races and for 
whites range from 156 per million in Grand Rapids to 1,517 
in San Antonio; age and sex differences do not contribute to 
this large range, since the standardized death rates are 155 and 
1.569 respectively. The non-white death rate varies from 955 
per million in Charlotte to 2,755 in Newark. 

In each of the three volumes the graphs are on the backs 
of the tables : a more convenient arrangement from the reader’s 
point of view would have been for the tables to face the graphs. 


A DOCTOR'S LIFE AT SEA 

Ship's Doctor. By Rufus W. Hooker, M.D. (Pp. 175. 15s.) London: 

Herbert Jenkins, Ltd, 

This medical book, the autobiography of an American sea 
surgeon, could equally well be read by the lay public. The 
greater part of the volume is concerned with recounting cases 
that came under the author’s care during his voyages in 
passenger liners and pleasure cruisers. 

Dr. Hooker began his medical career in Mexico, and would 
have remained there but for the overthrow of the Diaz regime 
in 1911, when the revolution declared an ‘ onen season” on 
aliens. He had to throw up his work and escaped with only his 
instruments. He then went through a course of postgraduate 
study in New York hospitals and specialized in diseases of the 
eye and ear. During the 1914-18 war he was posted to an 


aviation training camp ; later he worked up a successful general 
practice in his home town, but his longing for world travel 
turned his thoughts to sea-going and he became ship surgeon, 
a job for which he was well qualified. He possessed medical 
and surgical experience and was self-reliant—the two chief 
requisites for medical life at sea. Perhaps in no other branch 
of our profession has a doctor to face such a wide range of 
cases, frequently urgent, beyond reach of other help. 

Into a connected story he weaves clinical accounts of how 
he dealt with myeloid leukaemia, tropical diseases, fractures, 
abdominal emergencies. and many other complaints. His 
medico-legal cases are full of interest, as also his management 
of accouchements at sea. Prospective ship surgeons should give 
their attention to this book, which tells in easy fashion the kind 
of professional life that has to be faced in surroundings that 
are usually devoid of the help so readily obtainable in practice 
ashore. It is a book of medical and surgical realism rendered 
all the more attractive by the author’s common-sense reflections 
and independence of thought. 


Notes on Books 


The 53rd edition of the Annual Charities Register and Digest, for 
1946, is published by Longmans, Green and Co. on behalf of the 
Charity Organization Society, which has now been renamed the 
Family Welfare Association. As in former years, this reference book 
gives information about the societies, associations, and other bodies 
that provide relief in affliction and distress of all kinds. The title- 
page describes it as a classified register of charities in or available 
for the Metropolis, but in fact it gives pointers to many other 
agencies and organizations. The information is grouped into forty- 
three sections and there is a full index. The head office of the 
Family Welfare Association is at Denison House, 296, Vauxhall 
Bridge Road, London, $.W.1, from which address copies of the book 
may be had direct, price 10s. 6d. 


Mr. ZacHary Cope’s Early Diagnosis of the Acute Abdomen 
appeared first in 1921. and by 1944 had passed through eight editions 
and seven reprintings. As a guide to the diagnosis of abdominal 
emergencies this littie book met a real need, and the profession was 
quick to recognize its value. The ninth edition (Oxford University 
Press; 12s. 6d.) carries on the good work, and the author in pre- 
paring it has made a few minor changes and additions, chiefly in 
the chapter on acute intestinal obstruction and on acute abdominal 
symptoms in pregnancy and the puerperium, and has included two 
more skiagrams. A further lease of popularity can be predicted. 


Volume LXIV of the Transactions of the Ophthalmological Society 
of the United Kingdom covers the proceedings of the Society during 
its 64th session—March and April, 1944—and includes reports of 
the affiliated societies for 1943-4. It is published by J. and A. 
Churchill at 40s. The main subjects dealt with are ocular psycho- 
neuroses, virus diseases of the eye, diseases of the brain and optic 
nerve, diseases of the orbit and sphenoidal sinus. The volume opens 
with Mr. H. M. Traquair’s presidential address on the nerve-fibre 
bundle defect, and the miscellaneous papers include one by Sir 
Richard Cruise on preventable blindness in war. 


Fabian Publications Ltd., and Victor Gollancz Ltd., have jointly 
issued a shilling pamphlet, The British Gas Industry—Present and 
Future, by JOAN MITCHELL, as No. 103 of the Fabian Society’s re- 
search series. Leslie Hardern in his foreword says that the time is 
opportune: “the new Government is completing its plans for the 
nationalization of the coal industry, and will soon be turning its 
attention to the gas and electricity industries.’”” In three sections 
the author gives facts about the gas industry to-day, discusses present 
problems, and outlines a plan. 


A second edition (1945) of the Dietitians Section of the National 
Register of Medical Auxiliary Services has been issued, and copies 
of this and other sections will be sent free to medical practitioners, 
hospitals, etc., on application to the Registrar of the Board, B.M.A. 
House, Tavistock Square, London, W.C.1. The list comprises the 
names, addresses, and qualifications of persons approved by the 
recognized qualifying body, the British Dietetic Association. Dietetics 
is defined as the interpretation and application of the scientific 
principles of nutrition in health and disease. Dietitians whose names 
appear in the list do not in cases of disease undertake the dietetic 
treatment of any condition except under the direction and contro] 
of a registered medical practitioner. 
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TREATMENT OF PEPTIC ULCER 
Treatment of a common disease like peptic ulcer is so often 
determined by impressions or by the prevailing climate of 
opinion that it is important from time to time to check 
our practice with the statistics of a carefully observed 
series of cases. An account has now been published! of 
over a thousand cases which have been carefully followed 
at the surgical department of the New York Hospital. As 
the majority of the patients were treated medically, this 
is probably as dispassionate a record as can be expected 
of the results of medical and surgical treatment of peptic 
ulceration ; but inevitably it deals with a highly selected 
sample of the disease. At one time or another 10% of 


people suffer from peptic ulcer, but only a fraction of 


them reach the out-patient departments of the hospitals, 
and of those who do only about 1 in 6 filters through into 
the wards. Hospital statistics such as Dr. Heuer’s are 
therefore applicable only to the small group of ulcers which 
have perforated, bled, or resisted ambulant treatment. 
Moreover, though the book is described as a ten-year 
clinical study, less than a quarter of the patients had been 
followed for more than five years, and only 120 of them 
had gone so long without operation. Dr. Heuer’s experi- 
ence, both in the groups of patients treated conservatively 
and in those submitted to operation, has been that the 
results change considerably until at least five years have 
elapsed, and even in the period between five and ten years 
a certain proportion suffer a recurrence. This is indeed a 
field in which experience is difficult and judgment fallible. 
Much of the disagreement about the relative merits of 
medical and surgical treatment of peptic ulceration has 
arisen from the failure of physicians and surgeons to 
realize that they are often dealing with different categories 
of experience, and that in the life-history of a peptic ulcer 
a decade is a relatively short time. 

In this group of patients with peptic ulcers admitted to 
hospital Heuer finds that less than 60% have done well on 
medical treatment and 3.5°4 of those so treated have died 
directly from the ulcer. Serious complications which lead 
to death usually appear early in the period of observation, 
and it is unwise to persist with medical treatment if pain 
is not relieved or if complications occur. Haemorrhage, 
gastric retention, and gastro-jejunal ulceration should all 
exert a strong bias in favour of surgical treatment. Heuer 
believes that the immediate treatment of haemorrhage 
should be medical, but if haemorrhage recurs, or if a 
patient bleeds while he is in hospital undergoing medical 
treatment, it is probable that the bleeding is arterial and 
surgery should be advised. In view of the possibility of 
operation, particularly in patients over 45, Heuer is opposed 
to the Meulengracht treatment by early feeding, and claims 
equally good results from parenteral fluids. There can be 


1 The Treatment of Peptic Ulcer, by G. J. Heuer, 1944, Philadelphia and 
London: J. B. Lippincott. (18s.) 


“of cases lost sight of. 


few questions on which physicians and surgeons differ so 
widely as the risk of carcinoma in gastric ulcer. Heuer 
believes that with careful examination and supervision the 
risk of missing a carcinoma by medical treatment of gastric 
ulcers is not great—certainly not greater than the risks of 
gastric resection. In his experience a low acidity must 


_ give rise to the strongest suspicion of carcinoma. 


From analysis of the results of surgery Heuer comes to 
two conclusions with which many physicians will agree. 


_Gastro-enterostomy is often a most successful operation, 


and it is still the operation of choice in a high proportion 
of cases of peptic ulcer ; and, secondly, the success of the 
Operation varies very much with the skill of the individual 
surgeon, and particularly with his ability to know how 
and where to put the stoma. When, however, gastro- 
enterostomy or other conservative operation fails, nothing 
short of gastric resection will succeed and any lesser inter- 
ference is usually disastrous. After gastro-enterostomy 
there is no significant change in the secretion of hydro- 
chloric acid, and it is assumed that the good results are 
due to dilution and neutralization of the acid. After gastric 
resection there is, in general, a decline in acid secretion in 
proportion to the extent of the resection, but resection of 
any magnitude consistent with a reasonable mortality does 
not ensure achlorhydria. If we are ever to achieve com- 
plete achlorhydria as the basis of cure of peptic ulcer it 
will probably come not via surgery but via biochemistry, 
on the lines promised by Davenport's’ work on the inhibi- 
tion of gastric secretion. While agreeing with Heuer’s con- 
clusions and stressing the clarity and objectivity of his 
writing, we cannot help adding that his monograph would 
have been still more acceptable if he had taken some 
statistical advice in the presentation of the data. To say 
that “the results of gastro-enterostomy approach within 
10° those of resection and with a lower primary mortality ~ 
is almost meaningless, and a better picture of the relative 
merits and mortality of gastro-enterostomy and gastrec- 
tomy could almost certainly have been composed from 
these figures if the chances of dying or recovering after 
different operations had been compared by quite simple 
statistical techniques. The same criticism applies to 
Dr. Heter’s analysis of the literature, where the data 
are so discordant that they cannot properly be summated 
and expressed as percentages. Much of the literature is 
in any event of little value owing to the high proportion 
It is nevertheless clear that treatment 
of peptic ulcer consists to-day of a series of screens, where- 
by the more tractable cases are successively filtered off— 
rest in bed for those in whom ambulant treatment fails, 
gastro-enterostomy when medical treatment fails, and 
gastrectomy for the unsuccessful gastro-enterostomy or 
for the patient who bleeds or is suspected of malignant 
disease. In recommending any treatment for wide appli- 
cation we must always be mindful of the enormous reser- 
voir of cases of peptic ulceration and of the contribution 
which the biochemist may make to treatment within the 
next five or ten years. Nevertheless there will be few, 
physicians or surgeons, who will not have their ideas in 
clearer focus as a result of reading this analysis of Ameri- 
can experience of the disease. 
2 Amer. J. Physiol., 1940, 129, 505. 
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FUTURE OF MENTAL NURSING 


Ihe report of the Subcommittee on Mental Nursing and the 
Nursing of the Mentally Defective,' summarized in our 
issue of Jan. 12, is to be welcomed on every count. The 
subcommittee saw as its main task the formulation of 
recommendations which would have the effect of raising 
the standard and status of mental nursing to the same level 
as general nursing. Such a plan would be vain if it were 
not justified by the facts, and if the same level of skill, 
intelligence, and devotion were not required in the nursing 
of the mentally ill as of the bodily ill. Until a few years 
ago this could, perhaps, hardly have been claimed. By far 
the greater part of the nurse’s tiine was then spent in a 
largely custodial care of her patients, which, though it 
made demands on such qualities as experience, tact, and 
presence of mind, did not need such a high level of 
technical education as was necessary in general nursing. 
In these last few years, however, the face of psychiatry 
has changed. The appearance of a range of physical 
methods of treatment has brought with it a need for the 
nurse to have knowledge and experience of specialized 
techniques, an understanding of the modes of interaction 
of bodily and mental events, and therefore a greater know- 
ledge both of general medicine and of psychology ; it has 
above all meant a reorientation of her attitude to her 
patient. It is no longer a matter of passively waiting for 
him to get better, and tiding him over the difficulties and 
dangers that lie in his way, but one of actively aiding his 
recovery. Every patient that comes into the admission 
villa offers a challenge ; it should be possible to get him 
well and on his way home before the question of transfer 
to a chronic ward arises. The mental hospital, from an 
asylum, is in process of becoming a hospital much like 
any other. 

One of the principal recommendations of the subcom- 
mittee is that the system of examinations should be unified. 
One certificate is issued by the Royal Medico-Psychological 
Association, another by the General Nursing Council. 
Though it is only the latter which entitles the nurse to 
State registration, the R.M.P.A. certificate attracts about 
nine entries for every one for the State final. The reasons 


are not far to seek. The R.M.P.A. certificate offers nearly - 


all the advantages in pay and promotion of State registra- 
tion, and the examinations are conducted at a much larger 
number of centres, at a lower fee to the nurse, and are 
easier to pass. The preliminary examination for the G.N.C. 
certificate particularly receives criticism from the subcom- 
mittee for being but poorly adjusted to the nurse’s experi- 
ence in the mental hospital at that stage. From the report 
of the subcommittee it is clear that in the past there have 
been negotiations between the Royal Medico-Psychological 
Association and the General Nursing Council, with a view 
to ending this state of affairs, which have broken down 
through no lack of readiness to compromise on the part 
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of the R.M.P.A. While recognizing the great services of 
the R.M.P.A. to mental nursing ever since it held its first 
examination in 1891, the subcommittee believes that the 
time has come for its examinations to be discontinued and 
for the State certificate to be the only one available. 
Present holders of the R.M.P.A. certificate would have 
their names entered on the register without further examin- 
ation, and the representation of mental nurses on the 
G.N.C. would be strengthened. 

A number of excellent reforms are also proposed relating 
to scales of salary, hours of duty, interchangeability of 
pension rights, discipline, feeding, amenities, and the private 
liberties of the nurse. In these connexions the need for 
securing an adequate entry to the profession has clearly 
had great weight with the subcommittee. It is recom- 
mended that the mental nurse should continue to enjoy 
in the future as in the past a slightly higher scale of pay 
than the general nurse. ‘This is justified by the often un- 
pleasant nature of the work, the less favourable prospects 
of advancement of the mental nurse, and the isolation in 
which she must often live. It can hardly be doubted, how- 
ever, that the effect on public opinion will be that a service 
which has to offer a special scale of remuneration must 
suffer from corresponding disadvantages ; and an improve- 
ment in the status of the mental nurse is not likely to be 
encouraged in this way. We must hope for the time when 
the reasons for this discrimination are abolished, when 
prospects of advancement are as good in mental as in 
general nursing, when there are psychiatric clinics in all 
our larger towns and not only in often barrack-like 
buildings in the heart of the country, and when salary 
as well as status will be the same for both branches of 
nursing. 

The future of the mental nurse will continue to depend 
on factors which have their effects on a national scale and 
which did not come within the terms of reference of the 
subcommittee. One of the most obvious of these is the 
balance of opportunities offered by other callings for young 
women and men. This may be regulated by the laws of 
supply and demand, or planned under a national wages 
policy. Another factor of primary importance, referred to 
at some length in the report, is the education policy of 
the country and the effect it will have in narrowing the 
gap between the school-leaving age and the age of entry 
to hospital. Even under present plans this gap will be 
one of two years, and it is a wasteful procedure by which 
adolescents are left to find their feet in the commercial 
market for so long before they have an opportunity of 
entering the nursing profession. Some possibilities of 
bridging this gap are discussed in the report, and the 
conclusion is regretfully reached that none of them are 
practicable. Would it not be possible to regard the nurse 
as a public servant as important as the teacher, and to give 
her the same facilities for a higher education? This could 
be of a preliminary type equally suitable for the subsequent 
training of the nurse, the occupational therapist, and per- 
haps other health workers too. 
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EPIDEMIC OF VIRUS B INFLUENZA 


During the past few weeks the weekly recorded deaths from 
influenza in the great towns of England and Wales have 
reached the highest levels for the past two years. At the 
same time many practitioners have doubtless been busy 
in attendance on illnesses of an influenzal character in 
their practices and perhaps in their own families. We 
understand that few actual outbreaks in semi-isolated 
communities have yet been investigated from the laboratory 
standpoint, though many sporadic cases of respiratory- 
tract infection, some typical of influenza, have been 
investigated during the past month. Serological tests on 
specimens received from various parts of the country have 
yielded in a considerable proportion of instances results 
diagnostic of virus B influenza. 

It would appear, therefore, that an outbreak of virus B 
influenza is now in progress in this country. Hitherto 
virus B has not been incriminated in any widespread 
epidemic in Britain, though sporadic cases were detected 
in 1939' and a minor outbreak in 1943.* Nevertheless, its 
potential power of epidemic spread has been shown by 
experience in the U.S.A. in the recorded outbreaks of 1936 
and 1940.* Both virus A and virus B cause sharp attacks 
of fever with general symptoms preponderating over those 
arising from the respiratory tract. Both are apt to be 
followed by pneumonia, associated with bacterial invasion 
of the lung, though perhaps the risk of chest complications 
has in the past been greater with virus A than with virus 
B infection. Some workers*® have thought that virus B 
influenza was of more insidious onset and associated with 
a greater intensity of coryza and other nasal symptoms than 
influenza A. These findings were not confirmed by 
experience in this country in 1943, when the cases of virus B 
infection appeared clinically indistinguishable from those 
of virus A in’ former years.° The present outbreak may 
afford an opportunity for further observation on these and 
other points by those who are able to study sharp outbreaks 
in any community in which patients are admitted to 
hospital.* 

To those who may wonder whether the present 
prevalence of influenza is indicative of a post-war pandemic 
such as that experienced in 1918 the present statistics of 
the influenza deaths in relation to age may be of interest. 
It is understood that, as yet, no suggestion of an excessive 
mortality in the 20-40 age groups has appeared, as in the 
case of the 1918 epidemic. It is chiefly the older age groups 
of 50 and over in whom the majority of the recent fatal 
cases have occurred. 

A word of warning may not be out of place. In January, 
1943, the virus B “ wave” was succeeded by a lull, then 
by sporadic cases and localized outbreaks of influenza A 
in the spring and summer, and finally an explosive epidemic 
of virus A developed in the early winter of that year.’ It 
was as though virus B, which possesses no immunological 
characters in common with virus A, had disturbed the 
host-virus equilibrium involving the latter organism, and 
paved the way for the appearance of a widespread epidemic. 
These occurrences in 1943 may have been exceptional, but 
they are worth bearing in mind at the present time. 


* Those interested should communicate with S.M.O., Med. III, 
35 G, Ministry of Health (Whitehall 4300), if circumstances appear to 
warrant further investigation. 
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BASAL BODY TEMPERATURE AND THE 
MENSTRUAL CYCLE 


It is now over forty years since Van der Velde described 
changes in the basal temperature of the body during the 
menstrual cycle. Since his original description in 1904 
knowledge of the physiology and pathology of the endo- 
metrium has grown, and it is now possible to correlate 
fluctuations of body temperature with changes in the uterus 
and ovaries. Pendleton Tomkins, of Philadelphia,’ in a 
paper illustrated with numerous valuable graphs, shows 
that the curve of body temperature in the normal men- 
strual cycle is biphasic. Before ovulation the temperature 
is relatively low. Ovulation is signalled by a fall of 
temperature followed by a sharp rise to a higher level. 
Another sharp fall one to three days before menstruation 
brings the temperature down again to the relatively low 
level which persists until the next ovulation. If concep- 
tion occurs the premenstrual fall is absent and the tempera- 
ture remains at the higher level. In an earlier paper 
Tomkins? recommended that the temperature be taken by 
the rectum on waking in the morning, before rising, and 
before taking food and drink or smoking. The reading 
must be recorded at once on the special graph. Any indis- 
position, such as a cold or indigestion, should be noted— 
even a “hangover” may vitiate the record. Coitus and 
Mittelschmerz should also be noted. Records are not 
necessary during menstruation. The graph is not con- 
sidered of value until it has been kept for at least two 
months ; ovulation is indicated by a rise in basal body 
temperature of 0.4 to 0.6° F. 

Commenting on this study, Kleitman*® suggests certain 
modifications. He finds oral temperatures as efficient as 
rectal provided precautions are taken, such as resting and 
avoiding hot drinks within an hour or cold drinks within 
half an hour of recording the temperature. Kleitman also 
states that an evening is. as reliable as a morning 
temperature. Klaften* has shown that the intra-uterine 
temperature is the most reliable, but he considers that for 
practical purposes the reading of the basal body tempera- 
ture is sufficient. 

Other workers have correlated temperature changes 
during the menstrual cycle with changes in the ovaries 
and endometrium. Greulich, Morris, and Black® examined 
the ovaries in women submitted to laparotomy and found 
that the fall of temperature about the middle of the cycle 
is not necessarily evidence of ovulation; the rise which 
follows does denote ovulation in most cases. The age 
of the corpora lutea did not always correspond with the 
temperature readings, perhaps because temperaiures were 
taken only every twenty-four hours or because the rate of 
development of the corpus luteum varies. Martin® has 
checked temperature graphs by endometrial biopsy. He 
recorded 164 biphasic cycles ; in 47 of these biopsy in the 
setond phase showed secretory endometrium. In 17 mono- 
phasic cycles, where the rise of temperature in the second 
half did not take place, there was proliferative endo- 
metrium but no evidence of secretory change. Similar 
findings have been recorded by Halbrecht.’ Martin 
also demonstrated that the difference in basal body tem- 
perature between the two halves of the biphasic cycle was 
statistically significant, but there was no statistically signifi- 
cant difference in the two halves of the monophasic cycle. 
The temperature curve is therefore a reliable means of dis- 
tinguishing ovulatory from non-ovulatory menstruation. 


1 J. Obstet. Gynaec. Brit. Emp., 1945, 52, 241. 
2 J. Amer. med. Ass., 1944, 124, 698. 

3 Ibid., 1944, 125, 82. 

4 J. clin. Endocrinol., 1944, 4, 159. 

5 Proc. Conf. Prob. Human Fertility, 1943, p. 37. 
6 Amer. J. Obstet. Gynec., 1943, 46, 53 

7 Lancet, 1945, 2, 668. 
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This method of determining the time of ovulation needs 
no expensive apparatus or time-consuming laboratory 
work. Barton and Wiesner® have found it especially use- 
ful in helping women to achieve conception—* for example, 
in the timing of intercourse, the arrangement of leave for 
Service people, and in artificial insemination.” It requires 
the co-operation of the patient, but this is easily obtained 
in cases of sterility and in-patients who wish to avoid 
pregnancy but are unwilling to practise contraception. 
Further suggested uses for it are as a test of early preg- 
nancy, in evaluating treatment intended to stimulate ovula- 
tion, in timing the date for endometrial biopsy, and in 
searching for early ova. Tomkins believes that it should 
also prove of value in studying irregular uterine haemor- 
rhage and in assessing the reliability of contraceptive 
measures. 


BOARDING SCHOOLS FOR THE HANDICAPPED 


It is now generally admitted that every child has a right 
to the education of which he is capable of taking advantage. 
This principle underlies the new Education Act, but its 
practical achievement is presenting difficulties which are, 
or appear to be, almost insoluble, especially in these days 
when the building industry must devote all its energy to the 
provision of bare shelter for the ordinary citizen. In the 
larger cities something has already been done by establish- 
ing special schools for those subnormal children who can- 
not fit into and who cannot take advantage of the ordinary 
elementary school. All who are concerned with such 
children in rural areas agree, however, that almost nothing 
has been done for them. True there are some 36 boarding 
schools at present accommodating 3,650 children, but only 
10 of these, housing 1,300 children, are permanent and 
provided by local authorities: and it is estimated that, 
where there are no day special schools, boarding places are 
needed for 4 per thousand registered pupils, and where 
day-schools exist 2 per thousand. In addition it is very 
necessary to provide for the boarding of many maladjusted 
children referred before or after they come into the juvenile 
court, whether because of their own asocial behaviour or 
because their parents for one reason or another cannot 
arrange for their care and control. Most of these will have 
to be lodged in hostels, which authorities are agreed should 
not contain more than 20 children. From most of these 
hostels the children should attend ordinary schools and a 
child guidance clinic. The schools, whether for subnormal 
or for maladjusted chiidren, will also have to be small. 
The Ministry of Education’s circular No. 79 deals solely 
with bricks and mortar, and urges local authorities to com- 
bine to acquire large houses which, with or without the 
additional provision of prefabricated huts, can be easily 
adapted for the purpose of residential schools. This may 
be done by joint education authorities or by one authority 
initiating the school and receiving children from neighbour- 
ing authorities, but it is pointed out that, however achieved, 
the need is urgent. The problem 1s certainly complex, for 
in these two large groups there are so many subgroups 
that call for separate consideration and treatment; as, for 
example, the spastic paralysis cases among the subnormals, 
the need for whose very special physical and mental educa- 
tion is being demonstrated by the all-too-small and handi- 
ipped unit at St. Mary’s L.C.C. Hospital, Carshalton. 
lhe provision of buildings is, however, not enough, and 
although the new circular does not go beyond this it is to be 
hoped that the necessity for a carefully chosen and specially 
trained stati will not be lost sight of, and that neither central 
nor local authorities will be content to sit back when they 
can show in their annual reports that a statistically satis- 
factory number of handicapped children have been given 


8 Lancet, 1945, 2, 663. 


lodging, without recording what may happen to the lodgers 
when they are lodged. Progress in social services is certainly 
being made, and this is indeed gratifying, but the public 
must watch carefully and see that this progress is on a 
real and solid basis and not merely a compilation of 
plausible figures. . 


CONTROL OF DANGEROUS DRUG TRAFFIC 


During the war years there has been considerable delay in 
furnishing returns of the production and consumption of 
dangerous drugs to the Advisory Committee of the League 
of Nations. The latest information vouchsafed, in a recent 
report by the Advisory Committee, is for the year 1940. 
Indeed, some Governments which are large producers, 
manufacturers, and consumers of opium and other nar- 
cotics have failed to supply returns under the Opium Con- 
ventions of 1912 to 1936. Thus a world review of the 
international trade is rendered impossible, and would be 
largely vitiated by the exchange rates of currencies in 
many of the countries which are parties to the Conventions. 
Only 34 countries and territories out of some 70 had in 
1941 supplied the Secretariat with returns for 1940. 

It is noted that addiction to narcotic drugs is not preva- 
lent in the United Kingdom. Of the 505 addicts reported 
in 1940, 251 were men and 254 women, 80 were members 
of the medical profession, 3 were dentists, 5 pharmacists, 
and 2 veterinary surgeons. Heroin is the drug mostly used 
by addicts. In India codeine is now included with other 
alkaloids for control of illicit use. China is striving after 
“absolute suppression of the drug evil,” while in terri- 
tories occupied by Japan all such efforts have been frus- 
trated and illicit traffic and opium-smoking encouraged. 
In the Shanghai national settlement opium addiction is 
widespread and promoted by Korean pedlars in heroin. 
In Aden opium, ganja, and bhang within limits are sold 
freely to addicts. In Syria and the Lebanon 1,952 kg. of 
opium and 728 kg. of hashish were seized in 1940, while 
the police destroyed Indian hemp equivalent to 800,000 kg. 
of prepared hashish. In Iran the area under the opium 
poppy nearly doubled in 1940, and some 790,000 kg. of 
opium were produced. The Permanent Central Opium 
Board is fully justified in urging that international control 
of the traffic in narcotics, so far from being relaxed, 
needs vigilant reinforcement and supervision. That national 
control is tightly maintained in the United Kingdom can be 
seen from the report for 1944 just issued as a cyclostyle 
document by the Home Office. 


A first interim report by the Committee on Dermatology 
set up by the Royal College of Physicians in July, 1945, is 
concerned with a comprehensive dermatological service, 
and it outlines the facilities required—i.e., numbers of beds, 
medical personnel, and ancillary services. In a national 
scheme the demands on the skin departments would be 
greater than now, as more patients would be referred by 
practitioners and more would wish for specialized advice. 
The number of beds available is small and insufficient to 
cope with the long waiting lists. Effective management of 
many of these cases, though they are not acutely ill, implies 
as much nursing care as the average medical case, and this 
is not obtainable in the patient’s home. The report assumes 
that the country will be divided into regions for the purpose 
of organizing and maintaining a service of dermatology, the 
centre of each region being situated in, or attached to, the 
skin department of a university hospital (or, in London, 
of a teaching hospital), under a full-time head of profes- 
sorial rank. The report presents a scheme for a national 
service on this basis, with secondary and peripheral centres. 
The rehabilitation centre for skin cases is important, but 
this must at first be experimental. 
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OCCUPATIONAL EYE DISEASES 


BY 


JOSEPH MINTON, F.R.C.S. 


Major, R.A.M.C.; Ophthalmic Surgeon, Hampstead General 
Hospital, Queen Elizabeth Hospital for Children; Assistant 
Ophthalmic Surgeon to West End Hospital for Nervous Diseases 


(From the Department of Industrial Ophthalmology, 
Royal Eye Hospital, London) 


Ophthalmologists and other medical men not connected with 
industry often forget to inquire into the occupational aspect of 
disease. In the diagnosis and treatment of eye injuries and 
diseases it is most important to bear in mind the nature of the 
Patient’s occupation. For instance, when one examines a 
patient who complains of a piece of metal flying into his eye 
it is necessary to ascertain whether he was grinding or hammer- 
ing at the time of the accident. A grinder gets a superficial 
corneal foreign body which is easily removed ; but a history of 
hammering, chipping, boring, or milling, should make the 
industrial medical officer and the ophthalmologist beware of 
the possibility of an intraocular foreign body. When we treat 
acute or chronic conjunctivitis or keratitis it is most important 
to bear in mind the likelihood of an occupational cause. 
Obscure cases of retinitis, retrobulbar neuritis and ocular palsies, 
and amblyopia should always make us think of a possibility of 
chronic poisoning arising from industrial solvents, etc. 

Acute and Chronic Keratitis—Rankine (1936) reported that 
1,598 workers suffering from a superficial punctate keratitis 
were seen in the course of two years in an artificial-silk factory. 
The patients complained of blurring of vision, pain in the eyes, 
headaches, lacrimation, and a feeling of grittiness. It was 
found that H,S (hydrogen sulphide), which is present in the air 
in the acid house in the artificial-silk industry, was responsible 
for the onset of the keratitis. McDonald and others have shown 
that the presence of 10 parts in a million of hydrogen sulphide 
in the air is sufficient to cause a keratitis. Improved methods 
of ventilation have now reduced considerably its incidence in 
the artificial-silk industry. The same type of keratitis, also due 
to hydrogen sulphide, is known to occur in the sugar industry. 
Workers in furniture trades, metal industries, and straw-hat 
factories occasionally develop keratitis. It is most probably 
due to the use of benzene and similar solvents of varnishes and 
shellac. The largest number of cases occur in winter months, 
when ventilation is poorest. Bakers often suffer from a chronic 
blepharitis and conjunctivitis. Agricultural workers are also 
known to suffer from a keratitis which may be allergic in origin 
and is due to various weeds (pigweed, redroot, and others) 
and also peat dust. Lastly, a symptomless chronic occupational 
keratitis is found in lathe-workers, stone-cutters, grinders, and 
sand-blasters. The cornea of these workers shows bilateral 
minute regularly shaped scars with glistening foreign bodies 
embedded in them. There are also a number of multiple corneal 
erosions which stain with fluorescein (Davidson, 1939). The 
sensitivity of the cornea is usually greatly diminished. Many 
of these cases of keratitis will be diagnosed as acute or chronic 
conjunctivitis unless the cornea is examined with a slit-lamp 
microscope. 

Lens Opacities—In 1908 Sir Thomas Legge, on examination 
of 513 workers engaged in the glass industry, reported that 20% 
of them had lens changes. A committee established by the 
Royal Society in the same year considered that these lens 
opacities were due to infra-red rays. They are found in the 
posterior cortex of the lens. The same lenticular changes are 
also seen in furnace-workers, and séme authorities have stated 
that 17% of these workers show posterior cortical lens changes. 
It takes 10 to 20 years of work in these industries for these lens 
changes to develop. The provision of protective goggles for 
glass-workers has considerably reduced the incidence of lens 
opacities in the industry. Furnace-workers are still inefliciently 
protected. 

Industrial Poisons 


The most importanf of these poisons are lead, derivatives of 
benzene, carbon bisulphide, methyl alcohol, arsenic and its 
derivatives, carbon tetrachloride, and trichlorethylene. 
and many other toxic substances used in industry may produce 
toxic amblyopias, optic neuritis, and ocular palsies. 


These 


Methyl alcohol is used as a solvent for shellacs and varnishes, in 
the preparation of perfumes, paint removers, as a solvent for aniline 
dyes, and in toilet materials. Inhalation of vapour may cause optic 
neuritis and ocular palsies. Painters working in ciosed spaces inhale 
the fumes of methyl! alcohol, and among them optic atrophy has 
been reported. 

Carbon bisulphide is used in the rubber industry, in the artificial- 
silk industry, and in refrigerating plants. Inhalation of the vapour 
causes amblyopia and optic neuritis, often associated with loss of 
appetite, mental disturbances, and general mental confusion. 

Leed-poisoning may occur in compositors, plumbers, accumulator 
makers, makers of lead pipe, and paint grinders. It causes optic 
neurius and ocular palsies. 

Arsenic is used in the manufacture of artificial flowers and in- 
secticides, the dyeing industry, pickling, etc. Optic neuritis was 
reported. Cosmetics which have some form of arsenic may cause 
eczema of the eyelids. 

Carbon tetrachloride is employed as an industrial solvent, in dry 
cleaning, etc. Many cases of loss of vision resulted from the use 
of this substance. The loss of the peripheral field is the most 
prominent feature of this type of amblyopia. 

Trichlorethylene is used as a degreasing agent in dry cleaning, etc. 
It may cause optic neuritis and retinitis. 

Benzol and its derivative, dinitrobenzol, are used in the manufac- 
ture of aniline dyes, in dry cleaning, in the manufacture of varnishes, 
in vulcanizing rubber, and in other industries. The inhalation of 
the vapour of these substances causes optic neuritis. 


Department of Industrial Ophthalmology 

To deal with all these problems of occupational eye diseases 
and eye injuries in industry the Royal Eye Hospital has decided 
to establish a department of industrial ophthalmology. The 
ophthalmologist is not usually acquainted with the methods of 
production used in various industries. He therefore should 
have the assistance of skilled engineers, safety officers, and 
makers of preventive appliances to advise him on technical 
problems. 1 am fortunate in having secured the help of an 


.expert engineer and safety officer and two representatives of 


makers of safety appliances. These form a committee which 
sits with me every Wednesday afternoon. When a patient is 
referred to me I ask him how he injured his eye, or, if there 
is no history of injury, whether there are any circumstances or 
conditions at his work which could have caused an inflammation 
of the eye. He relates the history of the injury, amplifying it 
with technical details. The members of my committee question 
him on safety appliances used and explain to me the technical 
problems. The patients often call this “a court of inquiry.” 

The largest numbers of cases referred to the department 
are of course those of corneal foreign bodies from grindstones. 
These patients attend in hundreds every week, and include 
juveniles from the age of 14. We inquire whether protective 
appliances were supplied. Many unreasonable, and at other 
times legitimate, objections are given by the workmen against 
the use of goggles. One lad of 14 objected to wearing goggles 
which had also been worn by other workmen ; he considered it 
unhygienic. We felt that this was a most reasonable objection, 
and provided him with a suitable pair of goggles for his own 
use from a stock given to us by various firms. Goggles generally 
do not provide complete protection, and a good screen or guard 
fitted to the machine is very much more effective. The provision 
of such a screen by employers is encouraged. If goggles are 
provided they must be comfortable to wear. We encourage 
further research into the production of efficient and comfortable 
goggles, suitable for various forms of work. Letters are written 
to the employers of workmen who have attended at this hospital. 
and advice is given on the best means of protecting the work- 
men’s eyes. In many cases the employers have been most 
co-operative. 


Ocular Affections due to Welding 


We have dealt with a number of injuries to the eye resulting 
from electric welding. Welders working with the electric arc 
often get an “arc eye.” This may be due to inefficient protec- 
tion or to the fact that the welder has not brought the heimet 
or the screen in front of his face soon enough after striking the 
arc. Many welders are negligent ; they adjust the are without 
the shield, and it is only after the arc is struck that the shield 
is put on. An “are eye” will follow. The welder’s mate may 
also suffer from “arc eye” from the same cause. Welders 
often work in workshops which are not screened, and fitters in 
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the vicinity get an “arc eye.” Anyone who exposes his eye 
io the welder’s arc will develop symptoms within about six 
hours. The eyes begin to burn and are painful. The patient 
complains of photophobia and lacrimation. He is suffering 
from a conjunctivitis, and if the reaction has been due to a 
prolonged exposure he will also have a mild superficial punctate 
keratitis, with multiple staining areas of the cornea. The best 
treatment in such cases is instillation of gutt. adrenalin. 
1 in 2,000 and a mild analgesic—holocaine 1% or pantocaine 
1%4. Cocaine should never be used, as it is injurious to the 
cornea. Cold applications or iced compresses are advisable. 
The acute condition subsides within a day or two. It has been 
generally held that welders suffer only from an acute con- 
junctivitis—an “are eye” which leaves no further complica- 
tions; but my experience has shown that repeated exposure 
to the welder’s arc causes a chronic keratitis. 

I have recently seen at the hospital a number of welders with 
a chronic superficial keratitis. The cornea of these men had 
multiple erosions, many of which stained with fluorescein. The 
patients complained of blurring of vision, griitiness, and a cer- 
tain amount of photophobia. The conjunctiva remained white 
in several cases. On investigation it was found that in many 
instances the protective screens were faulty and allowed trans- 
mission of the dangerous radiations from the arc. Welders’ 
screens therefore should be regularly (almost daily) inspected 
by safety officers. Welding should be done only in welders’ 
booths and not in open workshops. This will prevent many 
cases of “arc eye” and chronic keratitis in fitters, who often 
have to work in close proximity to welders. 

Chronic Conjunctivitis and Keratitis—In the department of 
industrial ophthalmology I had many cases of chronic con- 
junctivitis referred to me. On investigation it was found that 
many of these patients worked in dusty workshops with 
inefficient ventilation. One man, a wood-cutter, was continually 
exposed to wood dust, which caused a chronic conjunctivitis. 
He was advised to wear goggles at work, when his condition 
quickly cleared up. Another patient, suffering from chronic 
conjunctivitis and a mild keratitis, was working in a mica fac- 
tory. Mica dust was responsible for her condition. A change of 
occupation was followed by complete cure. Many similar cases 
could be quoted. 

Several obscure cases of retinitis have been referred to the 
department. Some of these patients were engaged in welding 
operations : others were panel-beaters and sheet-metal workers 
using poisonous degreasing substances (such as trichlorethylene, 
benzene, paraffin). These cases are still being investigated to 
exclude a possible occupational cause for the retinitis. 


Conclusion 
This search for “occupational causes” is, in fact, all- 
important. Whenever a case of eye disease is being investigated 


we not merely should search for a “septic focus” but should 
always inquire into the working conditions. 

The establishment of departments of industrial ophthal- 
mology is essential. Such a department at one eye hospital 
could deal with cases referred from other eye hospitals and 
ophthalmic departments of the general hospitals. We would 
thus ensure further success in the fight against occupational 
injuries and disease. 
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fhe annual report for 1945 of the Manchester, Salford, and 

etford Joint Hospitals Advisory Board puts forward a scheme 
i establishment of a co-ordinated psychiatric service. The 
University of Manchester has been asked to consider setting up a 
chair for psychiatry, and the new professor would be responsible for 
all teaching. Provisionally, 150 beds should be provided at six of 
the existing municipal and voluntary hospitals. Each hospital should 
be able to give out-patient, in-patient, and ‘ follow-up” services, 
and the whole scheme should be linked with child guidance clinics. 
The service proposed in this report would cover a population of 
approximately one million in and around Manchester, but could be 
extended later to cover an area much wider than that of the Joint 
Board. 


THE FUTURE OF HOSPITAL SERVICES 
(Continued from p. 141) 


SURVEY OF NORTH-WESTERN AREA 


The Ministry of Health Hospital Survey was undertaken in the 
north-western area—including Lancashire, Cheshire, and North 
Wales, and Cumberland and Westmorland—by Sir Ernest Rock 
Carling and Dr. T. S. McIntosh.* The surveyors, while making 
no reflection on the work done in the hospitals in this region, 
have many criticisms of the hospital buildings, which, generally 
speaking, fall far short of a satisfactory standard. The bulk of 
them were put up in late Victorian times, and outside Man- 
chester and Liverpool they are. small and usually situated in 
the central and noisy parts of towns. The municipal general 
hospitals are, almost without exception, converted Poor Law 
institutions and are attempting to perform a function for which 
they were not designed. 

In some parts of the area a shortage of beds is apparent. and 
a considerable hidden shortage is brought to light whenever a 
good new service is established. The demand for maternity 
beds is steadily rising and only partially met. The accommoda- 
tion for sick children falls far short of need. Provision for 
medical (as distinct from surgical) cases in voluntary hospitals 
is disproportionately small. There is a marked shortage of beds 
for tuberculous patients. Accommodation for private patients 
is inadequate. 


‘*We hope that the hospital authorities will regard it as part of 
their duty to the community to provide for these patients and that 
they will do so in the hospital most suited to the purpose, without 
regard to whether it is municipal or voluntary.” 


Specialists are unevenly distributed. Their presence or 
absence in a locality is apt to depend upon its distance from 
Manchester or Liverpool. Representatives of the more 
restricted specialties are to be found only in the main centres. 
The surveyors agree that highly specialized work, such as neuro- 
surgery and plastic surgery, must be concentrated in such centres, 
but the common specialties and also the intermediate ones, such 
as genito-urinary and orthopaedic surgery, should be distributed 
so far as practicable, both to provide service within easy reach 
of patients and to take some of the burden of outside work off 
the two university cities, 


The Problem in Lancashire 


In Lancashire.and Cheshire the surveyors have mapped out 
twenty hospital districts, each of which is or could conveniently 
be served by a single general hospital, and then have combined 
them into six administrative areas—North, East, and Central 
Lancashire, Manchester, Liverpool, and the greater part of 
Cheshire. Even in the most extensive of these twenty districts— 
the one based on Preston, with a population of a quarter of a 
million—the most remote part is only 16 miles from the centre. 
Most of these districts are considered to require at least one 
physician, general surgeon, obstetrician and gynaecologist, 
ear-nose-and-throat surgeon, and ophthalmic surgeon. The 
specialist staff should be appointed to the district rather than to 
the particular hospital, and play an important part in the clinic 
services. 

In the opinion of the surveyors, Liverpool hospitals. con- 
sidered as premises, fall far below a satisfactory standard. The 
provision, both general and special, requires a general overhaul 
and comprehensive replanning. A very formidable building 
programme will be necessary. A new teaching hospital of about 
1,000 beds is required. 

Of Manchester Royal Infirmary the surveyors say that 
although built only in 1909 it is already out of date in some 
respects, though it is still a ‘“ good hospital physically ” and 
the reputation of its staff and services gives it a dominating 
position in the whole area. The encouraging start of co-opera- 
tion between the Manchester city council and the voluntary 
hospitals is noted, but co-operation should be speeded up into 
a firm partnership. Sympathetic consideration should be given 


* Hospital Survey. The Hospital Services of the North-Western 
Area. London: H.M. Stationery Office. 1945. (10s. net.) 
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to the “island site ” scheme—a 70-acre area zoned for hospital 
purposes by the town-planning authority and approved by the 
Joint Hospitals Advisory Board, 


Cheshire and North Wales 


The large Cheshire district based on Crewe, with a population 
of 180,000, has nothing but cottage hospitals and_ public 
assistance institutions. A similar district based on Chester has 
an important and busy voluntary hospital—the Chester Reyal 
Infirmary—giving a wide range of services notwithstanding 
old buildings and insufficient accommodation. The municipal 
hospital at Chester is developing its service, but cannot do much 
more without substantial rebuilding. A scheme of improvement 
and extension, increasing the Royal Infirmary beds by 100, has 
been prepared, but the surveyors prefer the erection of a new 
hospital. 

North Wales is poorly provided with hospital services. Taking 
both building and staffing into account, there is at present no 
general hospital of the requisite size and quality. New buildings 
are urgently required, but the need for settling a specialist team 
in the area is even more urgent. Such specialists will to a great 
extent need to be paid otherwise than by private fees. The 
surveyors favour a new hospital at Bangor to serve the counties 
of Anglesey and Caernarvon, while the counties of Denbigh and 
Flint would be served by a hospital or hospitals at Wrexham 
and one to be provided at Rhyl or St. Asaph. Wrexham and 
Chester could, with mutual advantage, work in association and 
share certain members of staff. 

The institutional treatment of tuberculosis in Lancashire and 
Cheshire, in the opinion of the surveyors, should be part of 
a comprehensive hospital service ; institutional care should be 
kept in as close relation as possible to dispensary and domiciliary 
provision and the preventive and social side of the work, and 
the tuberculosis officers of the area should form a team for 
carrying out both dispensary and institutional work. They 
favour a scheme on the lines of that already devised by the 
Lancashire county authority, but with the important difference 
that the dispensary areas would include the county boroughs 
as well as county districts. 


Anglo-Scottish Partnership Proposed 


At Carlisle the surveyors found a much more comprehensive 
group of specialists than was to be expected in a town of the 
size. Cumberland, however, is very badly off for hospitals 
of all kinds. There is a marked deficiency of beds for surgical 
cases, both general and speciai, and the position is still worse 
for medical conditions and for maternity. On the other hand, 
Cumberland presents a very good example of three-party co- 
operation—the Carlisle city council, the Cumberland county 
council, and a voluntary hospital, the Cumberland Infirmary. 

‘“In our view it is most desirable that Carlisle should be developed 
into a centre as complete in its range of services as is practicable, 
and should aim at a status intermediate between that of a university 
centre and that of the ordinary hospital district.” 

It is understood that the Scottish surveyors are recommending 
that Dumfries, 33 miles from Carlisle, should be a hospital 
centre based on Glasgow. The surveyors for the North- 
Western Area consider that Dumfries might find it convenient 
to make some use of Carlisle’s staff and facilities. Indeed, a 
Carlisle-Dumfries partnership would be a good thing, and a 
combined population of over 400,000 in North-West England 
and South-West Scotland would be served. The fact that the 
two partners would be based on different university centres— 
Newcastle and Glasgow respectively—need not be an obstacle. 
Newcastle is undoubtedly the university centre with which 
Carlisle should be associated. A further recommendation is that 
a new general hospital should be built in West Cumberland and 
the remainder of Cumberland and North Westmorland should 
be served by Carlisle. 


SURVEY OF SOUTH WALES AND MONMOUTHSHIRE 


The South Wales and Monmouthshire area has been surveyed 
by Dr. A. Trevor Jones, Prof. J. A. Nixon, and Prof. R. M. F. 
Picken.t There are nearly two million people in this region, 

+ Hospital Survey. The Hospital Services of South Wales and 
Monmouthshire. London: H.M. Stationery Office. 1945. (Ss. net.) 


more than half of whom are crowded into the county of 
Glamorgan. In the mining valleys the miners largely finance 
their own hospitals, and prefer these smal! hospitals to one in a 
large town or centre some distance away. The surveyors lay 
Stress upon the great advances which have been made in 
hospitalization in South Wales during the past forty years. Many 
hospitals, large and small, have been established during that 
period, and others have been extended and improved. The 
number of hospital beds is 9,423. or 4.9 beds per 1.000 of popu- 
lation. Only in five out of 56 “acute” general and special 
hospitals are specialists in continuous charge of patients ; the 
five hospitals are all large, and in theory one-third of the 
available hospital beds are under the supervision of practitioners 
of consultant rank, although in only a minority is the contact 
close and continuous. 


““ There are many advantages both to the patient and to the doctor 
under a system whereby routine work [at hospital] is done by general 
practitioners. The patient has his own chosen doctor to care for 
his well-being, his pre-hospital history is well understood by the 
medical and nursing staff, and there is continuity of supervision after 
discharge from the hospital. We think that this system has had a 
stimulating effect on the work of the general practitioner, has 
enhanced his keenness, and kept him abreast of modern develop- 
ments.” 


Very little has been done in South Wales to face the problem 
of the chronic sick. For these patients the worst and oldest 
buildings are set aside. The invariable opinion of general prac- 
titioners is that there is great need for establishing institutional 
accommodation for such cases. “It is impossible to over-state 
the distress, discomfort, and strain which the absence of proper 
accommodation for the chronic sick involves for the patients 
and for their relatives.” The surveyors were dissatisfied with 
the standard of medical treatment given to chronic cases even in 
those institutions at which specialist advice is available. Difficul- 
ties of treatment are increased by the haphazard mixture of 
cases which find their way into the chronic wards. As for 
isolation hospitals, most of them are too small to carry 
economically the medical staff required, not constructed to 
permit of segregation of cases, and, except in the county 
boroughs, not part of a large hospital organization, so losing 
the benefit of economic management and common purchasing. 
Praise is given to the antenatal services of South Wales, but 
maternity wards are overcrowded. 


Adequacy of Medical Staff 

All the 18 men who confine themselves to specialist practice 
in general surgery in this area are in responsible charge of beds 
in Cardiff, Swansea, or Newport. The number of hospitals 
visited by individual surgeons varies from one to as many as 
nine. The small number of surgeons and the multiplicity of 
hospitals they attend raise a doubt in the minds of the surveyors 
whether the best surgical skill is being made regularly available 
to all patients. The employment of consultant physicians is 
even more restricted outside the three towns named: only 19 
hospitals are regularly visited by a consultant physician. A 
great demand exists for the consultant facilities afforded by 
hospital out-patient departments, but the provision has not kept 
pace with the demand. 

In the view of the surveyors no area general hospital or 
combination of hospitals should be without the constant 
attendance of at least one general physician, general surgeon, 
obstetrician and gynaecologist, anaesthetist, radiologist, and 
pathologist, with less frequent attendance by other specialists. 
This means a subsidized distribution of specialists, but in making 
such distribution attention is called to the dangers of segregation 
away from large centres and from contact with colleagues. 
Something might be done to meet these dangers by the appoint- 
ment in an advisory capacity of a few peripatetic specialists of 
great experience and high reputation, as in the fighting Services 
and in the E.M.S. In any case, area appointments away from 
the centres should not be unduly prolonged without interruption. 

While they deprecate any wide practice of maior surgery by 
general practitioners, the surveyors recognize that it is necessary 
to give an opportunity to practitioners who have carried on 
combined special and general practice and who satisfy reason- 
able criteria to join the ranks of specialists, if thev so desire. 
on satisfactory economic and other terms. Other general 
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the vicinity get an “arc eye.” Anyone who exposes his eye 
io the welder’s arc will develop symptoms within about -six 
hours. The eyes begin to burn and are painful. The patient 
complains of photophobia and lacrimation. He is suffering 
from a conjunctivitis, and if the reaction has been due to a 
prolonged exposure he will also have a mild superficial punctate 
keratitis, with multiple staining areas of the cornea. The best 
treatment in such cases is instillation of gutt. adrenalin. 
1 in 2,000 and a mild analgesic—holocaine 1% or pantocaine 
1%. Cocaine should never be used, as it is injurious to the 
cornea. Cold applications or iced compresses are advisable. 
The acute condition subsides within a day or two. It has been 
generally held that welders suffer only from an acute con- 
junctivitis—an “are eye” which leaves no further complica- 
tions ; but my experience has shown that repeated exposure 
to the welder’s arc causes a chronic keratitis. 

I have recently seen at the hospital a number of welders with 
a chronic superficial keratitis. The cornea of these men had 
multiple erosions, many of which stained with fluorescein. The 
patients complained of blurring of vision, grittiness, and a cer- 
tain amount of photophobia. The conjunctiva remained white 
in several cases. On investigation it was found that in many 
instances the protective screens were faulty and allowed trans- 
mission of the dangerous radiations from the arc. Welders’ 
screens therefore should be regularly (almost daily) inspected 
by safety officers. Welding should be done only in welders’ 
booths and not in open workshops. This will prevent many 
cases of “arc eye” and chronic keratitis in fitters, who often 
have to work in close proximity to welders. 

Chronic Conjunctivitis and Keratitis—In the department of 
industrial ophthalmology I had many cases of chronic con- 
junctivitis referred to me. On investigation it was found that 
many of these patients worked in dusty workshops with 
inefficient ventilation. One man, a wood-cutter, was continually 
exposed to wood dust, which caused a chronic conjunctivitis. 
He was advised to wear goggles at work, when his condition 
quickly cleared up. Another patient, suffering from chronic 
conjunctivitis and a mild keratitis, was working in a mica fac- 
tory. Mica dust was responsible for her condition. A change of 
occupation was followed by complete cure. Many similar cases 
could be quoted. 

Several obscure cases of retinitis have been referred to the 
department. Some of these patients were engaged in welding 
operations ; others were panel-beaters and sheet-metal workers 
using poisonous degreasing substances (such as trichlorethylene, 
benzene, paraffin). These cases are still being investigated to 
exclude a possible occupational cause for the retinitis, 


Conclusion 

This search for “occupational causes” is, in fact, all- 
important. Whenever a case of eye disease is being investigated 
we not merely should search for a “septic focus” but should 
always inquire into the working conditions. 

The establishment of departments of industrial ophthal- 
mology is essential. Such a department at one eye hospital 
could deal with cases referred from other eye hospitals and 
ophthalmic departments of the general hospitals. We would 
thus ensure further success in the fight against occupational 
injuries and disease. 
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The annual report for 1945 of the Manchester, Salford, and 
Stretford Joint Hospitals Advisory Board puts forward a scheme 
ior the establishment of a co-ordinated psychiatric service. The 
University of Manchester has been asked to consider setting up a 
chair for psychiatry, and the new professor would be responsible for 
all teaching. Provisionally, 150 beds should be provided at six of 
the existing municipal and voluntary hospitals. Each hospital should 
be able to give out-patient, in-patient, and ‘ follow-up ”’ services, 
and the whole scheme should be linked with child guidance clinics. 
The service proposed in this report would cover a population of 
approximately one million in and around Manchester, but could be 
extended later to cover an area much wider than that of the Joint 
Board. 


THE FUTURE OF HOSPITAL SERVICES 
(Continued from p. 141) 


SURVEY OF NORTH-WESTERN AREA 


The Ministry of Health Hospital Survey was undertaken in the 
north-western area—including Lancashire, Cheshire, and North 
Wales, and Cumberland and Westmorland—by Sir Ernest Rock 
Carling and Dr. T. S. McIntosh.* The surveyors, while making 
no reflection on the work done in the hospitals in this region, 
have many criticisms of the hospital buildings, which, generally 
speaking, fall far short of a satisfactory standard. The bulk of 
them were put up in late Victorian times, and outside Man- 
chester and Liverpool they are. small and usually situated in 
the central and noisy parts of towns. The municipal general 
hospitals are, almost without exception, converted Poor Law 
institutions aad are attempting to perform a function for which 
they were not designed. 

In some parts of the area a shortage of beds is apparent. and 
a considerable hidden shortage is brought to light whenever a 
good new service is established. The demand for maternity 
beds is steadily rising and only partially met. The accommoda- 
tion for sick children falls far short of need. Provision for 
medical (as distinct from surgical) cases in voluntary hospitals 
is disproportionately small. There is a marked shortage of beds 
for tuberculous patients. Accommodation for private patients 
is inadequate. 


““We hope that the hospital authorities will regard it as part of 
their duty to the community to provide for these patients and that 
they will do so in the hospital most suited to the purpose, without 
regard to whether it is municipal or voluntary.” 


Specialists are unevenly distributed. Their presence or 
absence in a locality is apt to depend upon its distance from 
Manchester or Liverpool. Representatives of the more 
restricted specialties are to be found only in the main centres. 
The surveyors agree that highly specialized work, such as neuro- 
surgery and plastic surgery, must be concentrated in such centres, 
but the common specialties and also the intermediate ones, such 
as genito-urinary and orthopaedic surgery, should be distributed 
so far as practicable, both to provide service within easy reach 
of patients and to take some of the burden of outside work off 
the two university cities. 


The Problem in Lancashire 


In Lancashire.and Cheshire the surveyors have mapped out 
twenty hospital districts, each of which is or could conveniently 
be served by a single general hospital, and then have combined 
them into six administrative areas—North, East, and Central 
Lancashire, Manghester, Liverpool, and the greater part of 
Cheshire. Even in the most extensive of these twenty districts— 
the one based on Preston, with a population of a quarter of a 
million—the most remote part is only 16 miles from the centre. 
Most of these districts are considered to require at least one 
physician, general surgeon, obstetrician and gynaecologist, 
ear-nose-and-throat surgeon, and ophthalmic surgeon. The 
specialist staff should be appointed to the district rather than to 
the particular hospital, and play an important part in the clinic 
services. 

In the opinion of the surveyors, Liverpool hospitals, con- 
sidered as premises, fall far below a satisfactory standard. The 
provision, both general and special, requires a general overhaul 
and comprehensive replanning. A very formidable building 
programme will be necessary. A new teaching hospital of about 
1,000 beds is required. 

Of Manchester Royal Infirmary the surveyors say that 
although built only in 1909 it is already out of date in some 
respects, though it is still a “ good hospital physically” and 
the reputation of its staff and services gives it a dominating 
position in the whole area. The encouraging start of co-opera- 
tion between the Manchester city council and the voluntary 
hospitals is noted, but co-operation should be speeded up into 
a firm partnership. Sympathetic consideration should be given 


* Hospital Survey. The Hospital Services of the North-Western 
Area. London: H.M. Stationery Office. 1945. (10s. net.) 
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to the “island site ” scheme—a 70-acre area zoned for hospital 
purposes by the town-planning authority and approved by the 
Joint Hospitals Advisory Board, 


Cheshire and North Wales 


The large Cheshire district based on Crewe, with a population 
of 180,000, has nothing but cottage hospitals and_ public 
assistance institutions. A similar district based on Chester has 
an important and busy voluntary hospital—the Chester Royal 
Infirmary—giving a wide range of services notwithstanding 
old buildings and insufficient accommodation. The municipal 
hospital at Chester is developing its service, but cannot do much 
more without substantial rebuilding. A scheme of improvement 
and extension, increasing the Royal Infirmary beds by 100, has 
been prepared, but the surveyors prefer the erection of a new 
hospital. 

North Wales is poorly provided with hospital services. Taking 
both building and staffing into account, there is at present no 
general hospital of the requisite size and quality. New buildings 
are urgently required, but the need for settling a specialist team 
in the area is even more urgent. Such specialists will to a great 
extent need to be paid otherwise than by private fees. The 
surveyors favour a new hospital at Bangor to serve the counties 
of Anglesey and Caernarvon, while the counties of Denbigh and 
Flint would be served by a hospital or hospitals at Wrexham 
and one to be provided at Rhyi or St. Asaph. Wrexham and 
Chester could, with mutual advantage, work in association and 
share certain members of staff. 


The institutional treatment of tuberculosis in Lancashire and 
Cheshire, in the opinion of the surveyors, should be part of 
a comprehensive hospital service ; institutional care should be 
kept in as close relation as possible to dispensary and domiciliary 
provision and the preventive and social side of the work, and 
the tuberculosis officers of the area should form a team for 
carrying out both dispensary and institutional work. They 
favour a scheme on the lines of that already devised by the 
Lancashire county authority, but with the important difference 
that the dispensary areas would include the county boroughs 
as well as county districts. 


Anglo-Scottish Partnership Proposed 


At Carlisle the surveyors found a much more comprehensive 
group of specialists than was to be expected in a town of the 
size. Cumberland, however, is very badly off for hospitals 
of all kinds. There is a marked deficiency of beds for surgical 
cases, both general and special, and the position is still worse 
for medical conditions and for maternity. On the other hand, 
Cumberland presents a very good example of three-party co- 
operation—the Carlisle city council, the Cumberland county 
council, and a voluntary hospital, the Cumberland Infirmary. 

“Tn our view it is most desirable that Carlisle should be developed 
into a centre as complete in its range of services as is practicable, 
and shouid aim at a status intermediate between that of a university 
centre and that of the ordinary hospital district.” 


It is understood that the Scottish surveyors are recommending 
that Dumfries, 33 miles from Carlisle, should be a hospital 
centre based on Glasgow. The surveyors for the North- 
Western Area consider that Dumfries might find it convenient 
to make some use of Carlisle’s staff and facilities. Indeed, a 
Carlisle-Dumfries partnership would be a good thing, and a 
combined population of over 400,000 in North-West England 
and South-West Scotland would be served. The fact that the 
two partners would be based on different university centres— 
Newcastle and Glasgow respectively—need not be an obstacle. 
Newcastle is undoubtedly the university centre with which 
Carlisle should be associated. A further recommendation is that 
a new general hospital should be built in West Cumberland and 
the remainder of Cumberland and North Westmorland should 
be served by Carlisle. 


SURVEY OF SOUTH WALES AND MONMOUTHSHIRE 


The South Wales and Monmouthshire area has been surveyed 
by Dr. A. Trevor Jones, Prof. J. A. Nixon, and Prof. R. M. F. 
Picken.t There are nearly two million people in this region, 


+ Hospital Survey. The Hospital Services of South Wales and 
Monmouthshire. London: H.M. Stationery Office. 1945. (Ss. net.) 


more than half of whom are crowded into the county of 
Glamorgan. In the mining valleys the miners largely finance 
their own hospitals, and prefer these small hospitals to one in a 
large town or centre some distance away. The surveyors lay 
stress upon the great advances which have been made in 
hospitalization in South Wales during the past forty years. Many 
hospitals, large and small, have been established during that 
period, and others have been extended and improved. The 
number of hospital beds is 9,423, or 4.9 beds per 1,000 of popu- 
lation. Only in five out of 56 “acute” general and special 
hospitals are specialists in continuous charge of patients ; the 
five hospitals are all large, and in theory one-third of the 
available hospital beds are under the supervision of practitioners 
of consultant rank, although in only a minority is the contact 
close and continuous. 


‘“* There are many advantages both to the patient and to the doctor 
under a system whereby routine work [at hospital] is done by general 
practitioners. The patient has his own chosen doctor to care for 
his well-being, his pre-hospital history is well understood by the 
medical and nursing staff, and there is continuity of supervision after 
discharge from the hospital. We think that this system has had a 
stimulating effect on the work of the general practitioner, has 
enhanced his keenness, and kept hirn abreast of modern develop- 
ments.” 


Very little has been done in South Wales to face the problem 
of the chronic sick. For these patients the worst and oldest 
buildings are set aside. The invariable opinion of general prac- 
titioners is that there is great need for establishing institutional 
accommodation for such cases. “It is impossible to over-state 
the distress, discomfort, and strain which the absence of proper 
accommodation for the chronic sick involves for the patients 
and for their relatives.” The surveyors were dissatisfied with 
the standard of medical treatment given to chronic cases even in 
those institutions at which specialist advice is available. Difficul- 
ties of treatment are increased by the haphazard mixture of 
cases which find their way into the chronic wards. As for 
isolation hospitals, most of them are too small to carry 
economically the medical staff required, not constructed to 
permit of segregation of cases, and, except in the county 
boroughs, not part of a large hospital organization, so losing 
the benefit of economic management and common purchasing. 
Praise is given to the antenatal services of South Wales, but 
maternity wards are overcrowded. 


Adequacy of Medical Staff 

All the 18 men who confine themselves to specialist practice 
in general surgery in this area are in responsible charge of beds 
in Cardiff, Swansea, or Newport. The number of hospitals 
visited by individual surgeons varies from one to as many as 
nine. The small number of surgeons and the multiplicity of 
hospitals they attend raise a doubt in the minds of the surveyors 
whether the best surgical skill is being made regularly available 
to all patients. The employment of consultant physicians is 
even more restricted outside the three towns named; only 19 
hospitals are regularly visited by a consultant physician. A 
great demand exists for the consultant facilities afforded by 
hospital out-patient departments, but the provision has not kept 
pace with the demand. 

In the view of the surveyors no area general hospital or 
combination of hospitals should be without the constant 
attendance of at least one general physician, general surgeon, 
obstetrician and gynaecologist, anaesthetist, radiologist, and 
pathologist, with less frequent attendance by other specialists. 
This means a subsidized distribution of specialists, but in making 
such distribution attention is called to the dangers of segregation 
away from large centres and from contact with colleagues. 
Something might be done to meet these dangers by the appoint- 
ment in an advisory capacity of a few peripatetic specialists of 
great experience and high reputation, as in the fighting Services 
and in the E.M.S. In any case, area appointments away from 
the centres should not be unduly prolonged without interruption. 

While they deprecate any wide practice of maior surgery by 
general practitioners, the surveyors recognize that it is necessary 
to give an opportunity to practitioners who have carried on 
combined special and general practice and who satisfy reason- 
able criteria to join the ranks of specialists, if thev so desire, 
on satisfactory economic and other terms. Other general 
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comments are that the importance of early and efficient treat- 
ment of injuries is not sufficiently realized by most hospital 
authorities ; that the responsibility for rehabilitation is not 
widely enough appreciated; that the amount of pathological 
investigation is far below what might be expected having regard 
to the number of hospital beds ; and that the contacts between 
many hospitals and the general practitioners are fitful and un- 
satisfactory. Among other recommendations are the following: 
that the hospital system should be so designed as to enhance 
the efficiency of the medical services generally ; that, other 
things being equal, large hospitals are better than small ; that, 
nevertheless, relatively small local hospitals for general prac- 
titioner treatment may be an asset to the medical service of the 
area; and that the influence of the medical school should 
pervade the whole system through the hospital or hospitals that 
form its clinical institutions. 

Notwithsianding the good work of the Welsh National 
Memorial Association there is not sufficient accommodation for 
tuberculous patients. The surveyors commend the proposals 
in the “Clement Davies Report” on the antituberculosis 
service in Wales, published in 1939, which included the sugges- 
tion that blocks for tuberculosis might form part of general 
hospitals serving local communities. 


Priorities 

The surveyors have adopted bed-rates per 1,000 of population 
as follows: acute general, 5; chronic, 1.5; maternity (urban 
districts) 0.5, (rural districts) 9.375; infectious diseases, 0.8. 
Taking this basis for the different districts served, the total bed 
requirements and the number of beds for which new buildings 
will ultimately be necessary if this target is to be reached are 
as follows: 


Beds for which 

Bed Requirements New Buildin 
Monmouthshire (eastern valleys) 282 
23 (western valleys) 970 ........ 797 
Brecon and Radnor ... 186 
Taff and Cynon .. 594 
Rhondda Valley .. 674 


Some 7,000 new beds are needed, together with some 4,000 
beds to replace those at present in obsolete and unsuitable build- 
ings. The surveyors urge that schemes for the extension of all 
or any hospitals in Cardiff should be first carefully considered 
in relation to the needs of both the medical school and the 
community, not only in Cardiff and its environs, but in the whole 
of South Wales. The first priority should be given to a new 
hospital to replace Cardiff Royal Infirmary and to such other 
associated buildings as will be required for medical education. 
The Royal Infirmary is not big enough in view of the expected 
demand for the training of more doctors. Cardiff will ultimately 
require two general hospitals of about 1,000 beds each. The 
Llandough Hospital would be capable of extension to this size, 
and should remain an important clinical institution of the 
school, but for the Royal Infirmary a much more spacious site 
is necessary. Every effort should be made to concentrate at 
the teaching hospital a great variety of types of patient. 

Second in order of priority should be the provision of “ key ” 
hospitals—that is, (1) group hospitals containing beds for the 
more specialized branches of medicine and surgery, and (2) 
area hospitals, the main hospitals for the bulk of the work 
requiring the attendance of specialists in the well-recognized 
branches. It is in these hospitals that most of the new beds 
to meet growing requirements must be provided. 


BRITISH JOURNAL OF PHARMACOLOGY AND 
CHEMOTHERAPY 


We print below a statement of policy drawn up by the Editorial 
Committee of the above journal, the first number of which will 
appear, it is hoped, in April of this year. 


The British Pharmacological Society proposes to establish 
a new journal with the above title, and the first number will 
appear early in 1946. The journal will be published by the 
British Medical Association. 

Pharmacology and chemotherapy are two aspects of the same 
subject, and an artificial division between them could only do 
harm. It deals with the action of drugs on man and other 
organisms and is particularly concerned with new therapeutic 
discoveries. This subject is rapidly expanding, and there is 
promise of further great development in the future. The dis- 
covery of many new remedies has had a profound influence on 
the teaching and practice of medicine and has stimulated much 
new clinical investigation. Not only pharmacologists but also 
clinicians, chemists, biochemists, physicists, bdActeriologists, 
pathologists, and other biologists, working in both university 
and industrial laboratories, have contributed to these advances, 
but their work is scattered throughout numerous journals. In 
the opinion of the British Pharmacological Society there is need 
for a new British journal which will bring together work in all 
these fields, which is concerned with the effects of chemical 
substances on animals, living tissues, and their chemical 
systems. 


The journal will publish original work in all branches of 
pharmacology and experimental chemotherapy, including the 
biochemical and pathological aspects of this subject. Pro- 
vision will also be made for shorter communications and for 
brief notes on technique. 


The British Journal of Pharmacology and Chemotherapy will 
be edited by the following Board: J. H. Gaddum, chairman 
(Professor of Pharmacology, Edinburgh University); J. H. 
Burn (Professor of Pharmacology, Oxford University) ; 
F. Hawking (of the research staff of the Medical Research 
Council); H. R. Ing (Reader in Pharmacological Chemistry, 
Oxford University); N. Mutch (Physician to Guy’s Hospital) ; 
C. M. Scott (Director of the Pharmacological Laboratories, 
Imperial Chemical Industries, Ltd.); F. R. Winton (Professor 
of Pharmacology, University of London); and the Editor of 
the British Medical Journal. 

Papers intended for publication should be sent to Dr. H. R. 
Ing, Department of Pharmacology, Oxford. 

Each volume will consist of four quarterly parts and will 
cost 25s. Subscriptions, payable in advance, should be sent to 
the British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. 


DUTCH WOMEN DOCTORS’ VISIT 


A party of Dutch women doctors, headed by Dr. Joanna W. van den 
Blink-Rolder, of Amsterdam, president of the Dutch Medical 
Women’s Association, and including Dr. Carolina M. Kroger- 
Wibant, who did front-line work among wounded British troops 
during the Battle of Arnhem, has been in this country for a fort- 
night, under the auspices of the British Council, studying develop- 
ments in British medicine. They have been to hospitals and medical 
instituuions in London, and to the King Edward VII Sanatorium, 
Midhurst; the Maxillo-Facial Hospital, East Grinstead; Harrow 
Clinic; Hill End Hospital, St. Albans; and to Birmingham, Man- 
chester, and Oxford. The B.M.A., the Women’s International 
Medical Association, and the Medical Women’s Federation gave 
receptions in their honour. Other members of the party were: 
Dr. Corrie van Beek (Leiden), Dr. Swaantje van Dok (Amsterdam), 
Dr. Ydalena M. la Verge (Hilversum), Dr. Adriana J. de Leeuw- 
Aalbers (Amsterdam), Dr. Betje Levie (Rotterdam), Dr. Henriette A. 
Lohr and Dr. Elise Sanders (Amsterdam), Dr. Clasien H. Schreuder 
(Amersfoort), Dr. Doetje W. Justesen van Sloterdyck (Amsterdam), 
Dr. Grace A. Steins-Verver (Utrecht), Dr. Jeltje A. Stroink (Utrecht), 
Dr. Petronella Tibout and Dr. Anna Visser (Amsterdam). 
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*TABLOID> 
CYCLOBARBITONE 


(cycloHexenylethylbarbituric Acid) 


A hypnotic of the medium-acting 

type, inducing natural sleep without 

after-drowsiness or cumulative effect. 

Supplied as ‘ Tabloid’ compressed 
products each containing gr. 3, 
in bottles of 25, 100 and 500. 
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BURROUGHS WELLCOME & CO. 


(THE WELLOOME FOUNDATION LTP.) 


LONDON 


—@ 


In Pruritus Ani, Anal Fissure, 
Neuritis, Lumbago, Etc. 


Proctocaine (procaine, 1°5 ; butyl-p-amino-benzoate, 
6; benzyl alcohoi, 5; vegetable oil to 100) isa 
non-toxic. local anesthetic with immediate effect 
which may last 28 days. It prevents all reflex 
movement during the critical period after operations 
such as those for piles and for anal fissure. It is 
valuable in pruritus ani, anal fissure, anal spasm, 
minor rectal operations, hemorrhoidectomy and 
the pain afterwards, fibrositis (muscular rheumatism, 
including lumbago), sciatica, trigemin.! neuralgia, 
eye pain, and crushed limbs. 


Ampoules of 
2c.cm. in boxes of 6 at 5/- 5 c.cm. in boxes of 6 at 9/54 
2 ” 12 ,, 19 3, 9/5$ 


PROCTOCAINE 


LOCAL ANASTHETIC - ANALGESIC 


ALLEN & HAN 


Lifeline 


Once again Britain has kept the wolf from the door. 
The nation’s thanks are due to the seamen for 
bringing in so much food during the war years and 
to the Ministry of Food for seeing that it went where 
it was most needed. Undoubtedly the children’s 
excellent state of health owes much to the ‘official’ 
issue of cod liver oil to ‘under-fives’ and expectant 
mothers —a wise and far-sighted move impossible to 
execute had our sea-lanes been closed. 


Those who were not eligible for the subsidised issue — 
and many who found it more convenient to buy from 
their chemists —turned to SevenSeaS for health pro- 
tection and extra nourishment. And because the 
seamen never failed us, we were able to supply the 
public with pure cod liver oil. Throughout the difficult 
years, SevenSeaS never varied from its 1939 standard, 


though sometimes there were shortages. To-day the 


nation’s need for it is greater than ever before, and how 
that our own trawlers are back on the job, there is 
plenty of pure cod liver oil for everyone in every 
chemist’s shop. 


STANDARD OIL: Vitamin A 20,000 I.U.; Vitamin D 2,500 I.U. per ounce 
CONCENTRATED: Vitamin A 60,000 [.U.; Vitamin D 6,000 I.U. per ounce 


BRITISH COD LIVER OILS (HULL & GRIMSBY) LTD. 
ST. ANDREW’S DOCK, HULL, ENGLAND 
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Vhis self-imposcd high standard has been maintained 


throughout the war. The tensile strength of London 
Hospital Catgut is much greater than the requirements 
of the B.P. Codex and the U.S.A. Pharmacopoeia XII. 
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write .... or phone 
OUR MEDICAL INFORMATION DEPT. 
... they will be glad to give you 
full details of this or any other 
of our products 


TELEPHONE - - - ILFori 3060 
Extensions 99 and 100 


TELEGRAMS - Bismuth Phone London 


‘GARDENAL 


TRADE MARK BRAND 


phenobarbitone 
in epilepsy 


MANUFACTURED BY 
MAY & BAKER LTD. 
QQ KD W\"”w”_v TRIBUTORS AAG 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD., DAGENHAM 


NEMBUTAL & ASPIRIN 
CAPSULES—ABBOTT 


(Nembutal Gr. 3 ¢ Aspirin Gr. 5) 


The sedative effect of Nembutal is combined 
with the analgesic effect of acetylsalicylic 
acid, furnishing a more effective means of 
controlling the pain and mental distress due 


to inflammatory processes of tong duration. 


Literature on request from 


ABBOTT LABORATORIES (England) LIMITED 


WADSWORTH ROAD, PERIVALE 
MIDDLESEX 


Intravenous 
Pyelography... 

@ Dense shadows of the pelvis—well defined 
in 5 to 50 minutes—are obtained following 
the intravenous injection of ‘ Pyelectan.’ 
‘Pyelectan’ is a 75 per cent. solution of 
Iodoxyl containing 38.7 per cent. of iodine. 
The solution is stable. Safe ; the preparation 


does not cause renal irritation. 


(ODOXYL INJECTION 3 cc., 20 ce., and 5 x 20 cc. ampoules 


‘PYELECTAN (RETROGRADE) is also 
available for ascending pyelography. 


PRODUCT OF THE 
GLAXO LABORATORIES 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 


The new 16 mm 

Coloured Film 
(Silent) has 
been distri- 
"buted to all 
B.O.C. Medical 
Branches 


5 


throughout the 
British Isles, 


and is now 


ve 


pent 


available on 


application. 


THE 


BRITISH OXYGEN 
COMPANY LIMITED 
MEDICAL SECTION WEMBLEY * MIDDLESEX 


Incorporating 


COXETER & SON LTD. and A. CHARLES KING LTD. 


*& Service is available to the Medical Profession through the 
British Oxygen Company's Associated Companies, namely : 


THE COMMONWEALTH INDUSTRIAL GASES LTD, 
AUSTRALIA. AFRICAN OXYGEN & ACETYLENE 
(PTY.) LTD., SOUTH AFRICA. INDIAN OXYGEN & 
ACETYLENE INDIA. 
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CLINICAL IMPLICATIONS OF DISABLEMENT ACT 


At a recent meeting of the Section of Physical Medicine of the 
Royal Society of Medicine Dr. HAROLD BALME read a paper on 
the clinical implications of the Disabled Persons (Employment) 
Act, 1944. He mentioned that the register of all persons sub- 
stantially handicapped, which the Act requires to be compiled, is 
expected to include when completed not fewer than a million to 
a million and a half names of people who will have the right 
to claim assistance in rehabilitation and industrial resettlement. 

Dr. Balme indicated the directions in which medical assistance 
will be essential in the successful operation of the Act. He 
summed them up in the phrases: prevention of residual dis- 
ability ; assessment of loss of functional capacity ; and periodical 
follow-up and review. Certain well-established principles had, 
he said, emerged from war experience which should be of the 
greatest value in making plans for the development of hospital 
rehabilitation as an integral part of future health services: 

(1) Continuity of Medical Supervision—Rehabilitation was an 
essential part of treatment itself and should therefore be prescribed 
by the physician or surgeon in charge of the case, who should 
maintain close supervision of the patient’s progress both in the in- 
and out-patient departments and if possible at the residential 
rehabilitation centre. 

(2) Range of Medical and Surgical Disabilities suitable for Active 
Rehabilitation —Active rehabilitation was applicable to much more 
than orthopaedic disabilities and traumatic surgery. Its principles 
applied to all forms of medical and surgical disability or loss of 
physical and psychological function resulting from prolonged 
immobilization or severe illness. 

(3) Appointment of Trained Staff—The provision of an adequate 
hospital rehabilitation service was not a matter which could be safely 
left to the haphazard devices of any physiotherapist who happened 
to have been practising massage and electrotherapy there for a course 
of years. It could be properly entrusted only to a trained staff 
thoroughly conversant with modern methods, and such staff should 
wherever possible have a specialist in physical medicine at its head. 

(4) A Balanced and Progressive Programme.—lf rehabilitation was 
to be carried out scientifically it was essential that a carefully 
thought out programme should be laid down for each type of medi- 
cal and surgical disability and for each successive grade in the pro- 
cess of recovery, the initial stages in the wards and out-patient 
department, and the later stages, if possible, away from the hospital 
atmosphere. 

(5) Care of Psychological Factor—Ilf rehabilitation was to con- 
stitute an integral part of future hospital services the almoner’s 
department must be strengthened in every hospital (or established if 
not already in existence), and these social workers must be set free 
from much of the routine financial work which at present absorbed 
their time. 

Assessment of Functional Capacity 


A further duty laid upon hospital services in implementing 
the Act consisted in the provision of scientific guidance as to 
the exact functional capacity of any patient who would never 
be able to return to his former occupation. The actual respon- 
sibility of finding suitable work for such a man rested with the 
disablement rehabilitation officer attached to all the larger 
employment exchanges ; but such an officer had no knowledge 
of medicine or surgery, and must work in the dark unless care- 
fully instructed by those who had direct knowledge of the 
patient’s physical condition and the extent and character of his 
disability. To express such disability in abstruse medical terms 
was of little use; what the resettlement officer needed was a 
clear report stating just what the disabled person could and 
could not do and what environmental conditions would be 
prejudicial. Such a report could be supplied on the D.P.1 Form 
issued experimentally by the Ministry of Labour ; but. the ideal 
method was not by certificate, it was by regular conference 
between representatives of the hospital and of the employment 
exchange. A model system had been started at a large local 
authority hospital near London. All cases in need of rehabilita- 
tion were referred to the specialist in physical medicine, who 
directed their programme of activities, and who had been 
provided with his own almoner for dealing with the personal 
problems of each patient. A conference was held weekly by 
this medical director of rehabilitation, the almoner, and the local 
D.R.O., when each patient likely to require vocational training 


for some new occupation’ was brought under review, and 
explicit recommendations as to suitable work were thus based 
upon the medical officer’s intimate knowledge of the man’s 
disability and functional capacity, the almoner’s knowledge of 
his personal circumstances, and the D.R.O.’s knowledge of 
available jobs or courses of training. 

Careful supervision and periodical review were still necessary 
for the successful performance by the disabled person of his 
new task, and in many cases this supervision would be main- 
tained by an industrial medical officer. But it was the hospital 
which actually treated the patient and saw him through to the 
point at which he was fitted for a new job which always ought 
to take the initiative in follow-up. 

In conclusion Dr. Balme mentioned four types of medical 
rehabilitation centres which should be provided among the 
facilities for rehabilitation referred to in the White Paper. the 
basis of the Industrial Injuries Bill: 


(1) An efficient physiotherapy department at every hospital. 
sufficient to give proper rehabilitation to all in-patients. 

(2) A general out-patient rehabilitation centre in every town o1 
district, capable of treating patients attending the casualty or out- 
patient departments of the local hospitals. 

(3) Residential rehabilitation centres for patients requiring long- 
stay rehabilitation. 


(4) Special rehabilitation centres for particular disabilities. 


He added that the Ministries of Health and Labour were now 
providing an intensive six-months course in medical rehabilita- 
tion for selected physical training instructors released from the 
Forces, of whom 150 should be available in the next twelve 
months. But the greatest need would be the inclusion of regular 
instruction in rehabilitation as part of the ordinary medical 
curriculum, and the integration of this important development in 
social medicine in the education of all future doctors. 


PITFALLS IN PULMONARY DIAGNOSIS 


In an address to the Manchester Medical Society on some pitfalls 
in the diagnosis of pulmonary disease Dr. R. ELtis said that the 
earliest detection of tuberculosis usually defied clinical examination. 
Even in some advanced cases with deep-seated cavities the physical 
signs might be virtually absent or at most suggest much less disease 
than actually existed. Only x-ray examination could reveal the 
disease in its earliest stages. A diagnosis of chronic bronchitis in 
young persons was risky because there was often a more gross under- 
lying pathology. In a number of Service cases in which this 
diagnosis had been made bronchiectasis was found more often than 
either the physical signs or x-ray appearance of the lungs would sug- 


_gest. Bronchograms in some of these cases showed bronchiectasis, 


the extent of which seemed to bear some relation to the degree and 
frequency of the “bronchitis.” Bronchial carcinoma presented 
special difficulty in early diagnosis, because there were often so few 
symptoms in the early stages that the patient did not seek advice 
in time to benefit from lobectomy or pneumonectomy. Some of the 
more chronic cavitating neoplasms of lung might simulate chronic 
lung abscess. Misleading histories could lead ta errors in diagnosis 
by misinterpretation of the physical signs. One patient who gave a 
history consistent with spontaneous pneumothorax and who had 
physical and x-ray signs resembling high-pressure pneumothorax 
actually had a very large cyst of the left lung. Another described 
symptoms of acute bronchial obstruction, which, by exclusion, was 
considered might be due to a bronchial papilloma. Bronchoscopy 
revealed a papilloma, but necropsy showed that this papilloma was 
the distal end of a large bronchial carcinoma which had grown down 
the main bronchus to the hilum. 


Dr. Florencio Bustinza, professor of plant physiology at the 
University of Madrid and president of the Microbiological Section 
of the Royal Academy of Pharmacy in Madrid, has left for Spain 
on the conclusion of a short visit to Britain, after a tour of the 
U.S.A., to gather information about medical research work. He 
was born in England, where he received his early education. Dr. 
Bustinza, who has lectured and written extensively in Spain on 
British medical discoveries, including penicillin, saw, among others, 
Sir Alexander Fleming, Sir Howard Florey, and Dr. Chain. He 
visited the London School of Hygiene and Tropical Medicine, the 
National Institute for Medical Research, the Welicome Research 
Institute, the Lister Institute, the Imperial Cancer Research Insti- 
tute, the Botanic Gardens, Kew, and the John Innes Horticultural 
Institute. He was entertained to lunch at the House of Commons 
by Mr. H. N. Linstead, M.P., secretary of the Pharmaceutical Socie:y 
of Great Britain. 
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Principle and Unity 


Sir,—In your restrained and helpful leader (Feb. 2, p. 167) 
you speak of the Socialist Medical Association being “ content 
with nothing that stops short of the socialization of medicine.” 
May I enter a plea once more for the use of the word 
“nationalization” rather than “socialization” when we use 
the term in the sense of “any form of service which leads 
directly or indirectly to the profession as a whole becoming 
full-time salaried servants of the State.” 

As I pointed out in my Cardiff address (Journal, March 17, 
1945, p. 357), to “ socialize ’’ medicine may mean only to make 
medicine more accessible io the public—an achievement which 
the public ardently desires and which we all, surely, approve. 
To “nationalize” medicine can only have the meaning given 
above. The ambiguity is fostered by the Socialists—I must not 
say deliberately—and the public is greatly deceived in con- 
sequence.—I am, etc., 

London, W.1. : 

Mitral Regurgitation 

Sir,—I was glad to see Dr. Geoffrey Bourne’s timely letter 
on this subject (Jan. 26, p. 143). Twenty-five to thirty years ago 
most of us remember that mitral regurgitation was a commonly 
made diagnosis. It led to the error of mistaking many harmless 
systolic murmurs as evidence of this. Then the pendulum swung 
until the medical students in some schools of medicine grew 
up to believe that a systolic apical murmur was never evidence 
of organic disease. Latterly this view has been modified, as 
Dr. Bourne has pointed out, and it is now suggested that the 
murmur, if indicative of organic disease, indicates mitral 
stenosis. This, as Dr. Bourne points out, is mechanically 
impossible, however loud or rough the murmur may be (though, 
of course, mitral stenosis may also be present, but clinically 
undetectable). 

Quite apart from systolic murmurs arising from dilatation of 
the left ventricle, as in hypertension, myocardial disease, thyro- 
toxicosis, and so forth, there is much evidence to suggest that 
the systolic murmur may be the dominant sign of mitral valve 
involvement by rheumatism. Evidence of this is found, first, 
in rheumatic heart disease of childhood, where such gross 
cardiac signs may be present as to leave no doubt that the 
heart is organically diseased and yet the only murmur is an 
apical systolic. Moreover, if these cases are watched for several 
years many of them, indeed one might almost say most of them, 
do not develop presystolic or diastolic murmurs at the apex. 
These systolic murmurs are nearly always loud, well conducted, 
and vary little in their intensity with posture and respiration. 
These are the signs by which we used to be taught to recognize 
an “organic ” They are also the characteristics of 


HOorpDeEr. 


murmur. 
the systolic murmur when it is combined with an apical 
diastolic, leaving no doubt as to the diagnosis of mitral stenosis. 
Is it not justifiable, therefore, to make a diagnosis of rheumatic 
mitral regurgitation where the systolic murmur alone is present, 
especially when there is other evidence of organic heart disease 
such as enlargement and a history of rheumatism ? Further, 
I would suggest that a murmur having these characteristics and 
not accompanied by other clear evidence of organic’ heart 
disease should be regarded with suspicion. 

This leads to a consideration of the second group of cases 
in which the apical systolic murmur is of great importance— 
namely, the ones to which Dr. Bourne has referred in which 
bacterial endocarditis has supervened. At the heart clinic of 
the Royal Infirmary we have seen a number of cases of clearly 
proven bacterial endocarditis following on rheumatic valvulitis, 
some of which have been treated with penicillin with good 
response yet with the apical systolic murmur the sole murmur 
before and after treatment. It would be unfortunate if Dr. 
Bourne’s or this letter gave the impression that most systolic 
murmurs signified mitral disease. The majority do not, but 
it is essential for the student to be aware of the possibility of 
an apical systolic murmur pointing to organic cardiac disease. 
Perhaps a suitable division of systolic murmurs would be into 
“ significant ” and “insignificant.” Significant murmurs at the 
apex would include those caused by left ventricular dilatation 


and those caused by organic changes in the mitral valve cusps. 
Both could be styled mitral regurgitation, but it would be wise 
to qualify the diagnosis by the description of the cause ; e.g., 
mitral regurgitation—rheumatic carditis, or mitral regurgita- 
tion—hypertensive heart disease. Insignificant murmurs might 
include those due to temporary disturbance in the size of the 
valve ring, as in fevers and anaemias, causing a mitral regurgi- 
tation which will disappear with treatment, and also a whole 
host of systolic murmurs which have no pathological signifi- 
cance at all. These will include murmurs that vary in intensity 
with posture and respiration, are not usually loud and rarely 
conducted, and are free from association with any other signs 
of cardiovascular disease. 

Such a classification, though a trifle dogmatic, might help the 
student to clarify his ideas on a subject in which teaching has 
unfortunately differed so much in the various medical schools. 
an, etc., 


Liverpool. E. NoBLE CHAMBERLAIN. 


Juvenile Delinquency and its Remedy 


Sir,—The view expressed in the annotation (Jan. 19, p. 94) 
on Mr. F. W. Skinnard’s article that the lack of a suitable 
occupation is an important (precipitating) factor in causing 
juvenile delinquency will be readily conceded. It is, indeed, 
but a corollary to the assertion of Basilides in the second 
century A.D. that the child is only innocent in the sense that 
it has not had the opportunity to sin. Several other points, 
however, call for criticism. 

The “chief point,” it is stated, “and one that ought never 
to be forgotten,” is the “fundamental difference’ between 
juvenile delinquency and adult crime. Now this is a statement 
which can find no support at all in psychiatric research ; on 
the contrary, everything goes to show that most adult crimes 
have their origin in maladjustments of early childhood. Thus, 
it is but a matter of the chronological age at which antisocial 
acts become manifest. To say that a “child charged with an 
indictable offence” cannot be “the embryo of the habitual 
adult offender ” because iuvenile delinquency is apparently on 
the increase whereas adult crime is not is no valid argument, 
for the following reasons. 

1. As you remark, the increase in persons under 16 charged 
with indictable offences (which is not the same thing as an 
increase in the number of delinquencies committed) was notice- 
able after the passing of the Children Act, 1908, and, especially, 
of the Children and Young Persons Act, 1933, the public and 
the police becoming less reluctant to charge children with 
offences after special provision had been made for dealing 
separately with such cases; also the younger the offender thé 
easier as a general rule is the detection of the offence. 
(Cf. Carr-Saunders et al., Young Offenders, 1942, pp. 43 ff. ; 
Criminal Statistics, 1934, pp. vili-ix, xiii-xv.) 

2. The fact that the “ vast majority of adult criminals have no 
police record as children ” does not mean that they did not com- 
mit any antisocial acts ; “ the number of offences actually com- 
mitted by children is vastly greater than the number of charges 
brought ” (Criminal Statistics, 1934, p. xiv) ; this is all the more 
significant if we recall that many adult criminals were children 
before the passing of the special Acts, and thus were not 
charged and had no police record. Also, it is well known to 
psychiatrists that it is largely a matter of chance whether a 
child’s maladjustment to society first manifests itself in anti- 
social acts which transgress definite laws, or in neurotic traits, 
educational difficulties, etc. (The mind cannot differentiate 
as clearly between these two forms of maladjustment as does 
omniscient society.) 

3. Evidence confirming the relation between adult and juvenile 
crime is afforded by a recent English survey, stating that “ there 
was found to be a relationship between the juvenile and adult 
crime rates—i.e., when of two counties with the same urbaniza- 
tion index one had a higher juvenile crime rate, its adult crime 
rate was usually higher, too” (Carr-Saunders, p. 49): and by 
an American study of the adult prison population in 1930, 
where it was found that 54.8% had been less than 21 years of 
age when committed (Barnes and Teeters, New Horizons in 
Criminology, 1944, p. 111). 

4. Recent work has shown the importance of the factor of 
emotional and social maturation in controlling the course of 


a 
ple 
| the 
Ss. 
pp. 
ca 
giv 
tiol 
ple 
ver 
Rei 
juv 
pre 
to 
lish 
ant 
ver 
has 
soc 
am 
fici 
| the 
but 
lab 
Ke 
on 
yo 
sta 
cri 
rec 
agi 
chi 
en 
dis 
cia 
pr 
; ga: 
dig 
kn 
ro 
an 
act 
val 
ael 
wa 
in 
co 
| du 
als 
en 
wi 
th 
th 
| \ 
(Je 
of 
be 
pa 
th 
th 
| ad 
s 


Fes. 9, 1946 


CORRESPONDENCE 


BritisH 
MEDICAL JOURNAL 217 


a criminal career. Different individuals attain this maturity 
at different chronological ages (and some never attain it com- 
pletely), and it follows that many children and adolescents 
will reach maturity by the time they become adult, and thus 
their maladjustment will show a “spontaneous cure.” (Cf. 


S. and E. T. Glueck, Juvenile Delinquents Grown Up, 1940, 


pp. 94 ff., 267 ff. ; Banay, Amer. J. Psychiat., 1943, 100, 170 ff.) 

Also requiring comment is the statement that “ the principal 
cause of child delinquency is the failure of the community to 
give children something sensible to do.” Is not this observa- 
tion an unjustifiable over-simplification of the extremely com- 
plex and multiple aetiology of juvenile delinquency ? In the 
very title of your annotation—“ Juvenile Delinquency and its 
Remedy ”—is necessarily implicit the erroneous concept that 
juvenile delinquency has but one remedy and_ therefore, 
presumably, but one cause. It is, no doubt, only too human 
to search for a simple solution to any difficult and obscure 
problem. Psychiatric and sociological research, having estab- 
lished that there is no clear-cut line of demarcation between 
antisocial and other forms of juvenile maladjustment, incon- 
venient as this may be for our rigid ethical and legal codes, 
has also shown how deep-seated in the unconscious mind and 
how far back in childhood lie many of the roots of later anti- 
social actions. There is an unfortunate tendency—particularly 
among those who are acquainted only with the more super- 
ficial aspects of this problem—to regard the solution as simple, 
the remedy as single, and the whole subject as one which needs 
but common sense for its understanding, in the place of a more 
Jaboriously acquired knowledge of the complexities of the 
human mind.—I am, etc., . 

London, S.W.3. R. H. AHRENFELDT. 
Sprue 

Sir,—I was interested to see the paper by Lieut.-Col. K. D. 
Keele and Capt. J. P. Bound on sprue and your leading article 
on the subject (Jan. 19, pp. 77 and 92). In your leading article 
you say: “If we are to make further advances in the under- 
standing of nutritional disease we must discover objective 
criteria for classification . . . these may be found .. . by the 
recognition of specific disturbances. of form and function.” I 
agree with this, as it seems to me that we know little about the 
changes in digestive processes—i.e., secretion of enzymes and the 
enzymic reactions themselves—which may be associated with 
disease. For instance, many cases of sprue are apparently asso- 
ciated with achlorhydria ; how does this affect the digestion of 
proteins in this disease? Is the pepsin and trypsin activity of the 
gastric and duodenal juices normal in cases of sprue? Is the 
digestion of carbohydrate affected ? 

Such questions could well be asked in many diseases ; our 
knowledge of such matters is small at the moment and there is 
room here, I think, for more research work. Faecal analysis 
and the analysis of gastric and duodenal juices for enzymic 
activity in many diseases would, | think, yield interesting and 
valuable results; and such results would help in elucidating 
aetiological factors and in dietetic treatment. Such a study 
was recently undertaken by Philipshorn (J. Pediat., 1945, 26, 107) 
in cases of steatorrhoea and feeding problems in infants. He 
confined himself to an analysis of the enzymic activity of the 
duodenal juices and obtained very interesting results ; it would 
also perhaps have been valuable to have had a gastric juice 
enzymic analysis as well in these cases. The toxaemia associated 
with most disease may well have an effect (temporary or per- 
manent) on the secretion of digestive enzymes, as well as on 
the actual enzymic reactions taking place in the gut following 
the secretion of the enzymes.—I am, etc., 


Welwyn Garden City, Herts. D. MCANALLY. 


Galvanic Stimulation of Denervated Muscle 


Sir,—tThe letter of Prof. J. H. Seddon and his co-workers 
(Jan. 12, p. 65) discloses a discrepancy of opinion on a matter 
of considerable importance. 

It is a generally accepted principle that a denervated muscle 
becomes stretched and ultimately. elongated, whereas its non- 
paralysed antagonists undergo a relative shortening owing to 
the lack of the normal opposition. This view is embodied in 
the literature, and it is the basis of the method of splinting 
advocated by Sir Robert Jones. Prof. Seddon holds a con- 


trary and unorthodox belief; he considers that a denervated 
muscle tends to become fibrosed and subsequently to become 
the subject of contracture, and that this contracture of 
denervated muscle is a frequent event, and will take place in 
the hand unless special measures are taken to prevent it. But 
anatomical considerations show clearly that the main en griffe 
cannot be the result of the contracture of the paralysed inter- 
ossei and lumbricals. The normal contraction of these muscles 
causes flexion at the metacarpo-phalangeal joints and extension 
at the interphalangeal joints. 
bricals are paralysed the unopposed action of the non-paralysed 
long flexors and long extensors brings the fingers into a position 
the opposite of that caused by the normal contraction of the 
short muscles. Thus arises the position of extension at the 
metacarpo-phalangeal joints with flexion at the interphalangeal 
joints which constitutes the main en griffe. In long-standing 
griffes the denervated and paralysed short muscles follow the 
general rule and become stretched and elongated ; the deformity 
is thus not associated with contracture of denervated muscle, 
as supposed by Prof. Seddon, but with its elongation. A com- 
parable elongation is seen in wrist-drop, foot-drop, flexion of 
the knee, and many other conditions, whereas the contracture 
of denervated muscle has no real pathological existerice. 
There is thus a contrast with a fibrosis of inflammatory origin. 

As a means of estimating the progress of regeneration, Prof. 
Seddon considers that Tinel’s method is unreliable, and in sup- 
port of this opinion he states that functfonal recovery may 
fail in the presence of a strongly positive and persistent Tinel. 
It is strange that this should be regarded as evidence of 
unreliability, for a strongly positive and persistent Tinel is a 
clear indication that regeneration is at a standstill and that 
recovery will probably fail. Thus in Prof. Seddon’s example 
there is complete accord between the indications given by Tinel’s 
sign and the clinical course of the case. In cases showing active 
regeneration Tinel’s sign is never persistent, but takes the form 
of a steadily advancing zone, in front of which the Tinel 
becomes intensified as the axons enter the empty sheaths and 
behind which the Tinel diminishes and finally disappears as 
the medullation of the axons is restored; with a “travelling 
Tinel ” regeneration is assured. 

Space does not permit of a discussion of the other supposed 
instances of the unreliability of Tine!’s sign mentioned by Prof. 
Seddon ; to judge from the brief descriptions, their interpreta- 
tion would not present difficulty to an observer versed in 
the method. Tinel’s method is by no means a rule of thumb ; 
it requires discrimination, and careful observations repeated 
at definite intervals are often necessary. Its special value lies 
in the information afforded as to the progress of regeneration 
in the nerve trunk itself ; a quantitative record of the rate of 
this regeneration may be obtained by measuring at monthly 
intervals the distance of the limit of the advancing Tinel from 


a convenient bony point: in other methods the observations 


are directed to the distributive area of the nerve in the muscles 
and skin, and therefore only the terminai stages of recovery 
can be studied by their means. 

An official survey of the end-results of nerve lesions sustained 
in the war might be of great value. Large numbers were treated 
without the use of any form of electricity, and these would 
serve as a basis for comparison. Although many factors govern 
the final result of a nerve lesion, an analysis on so large a 
scale might well enable a judgment to be formed of whether 


. galvanic treatment is beneficial, deleterious, or merely inert.— 


I am, etc., 


Sheffield R. G. ABERCROMBIE. 


Physical Therapy in Mental Disorder 


Sir.—I should like to support the point of view put forward 
by Dr. H. Crichton-Miller (Jan. 19, p. 103), who always brings 
a sound psychiatric opinion to the discussion. In the treatment 
of the neuroses and psychoses we must utilize the therapy which 
produces results regardless of theory. To refuse to accept any 
particular treatment becaue it runs contrary to a preconceived 
view is ridiculous. 

The danger is not that we use a treatment without a theoretical 
backing but that any such treatment should be used indis- 
criminately. It is so easy to put a patient on a couch and give 
him an electric shock that the incompetent are tempted to do 
this instead of trying to discover the psychological basis of the 


When the interossei and lum- 
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illness, if there is one. Indeed, this is happening to-day, so 
that some of the younger psychiatrists are hardly familiar with 
psychotherapy, in the proper use of the term, though eager 
enough in mechanical treatment. That this leads to abuses is 
obvious. For example, I have seen a man who was badly con- 
cussed in a motor accident and who had depression afterwards 
(partiy because he had to pay damages and partly because he 
had killed a woman and was reprimanded for dangerous driving 
by the judge); this man was given electrical convulsions for 
his depression, and when I saw him some months later was 
more or less demented. Again, I have successfully treated by 
psychotherapy a mild homosexual who had been depressed 
because of his condition and was treated fruitlessly by induced 
convulsions without the psychiatrist even inquiring into his 
sexual life. I have seen a young obsessional advised to have 
leucotomy without psychotherapy being tentatively suggested. 
One could easily multiply examples. 

It is essential for anyone who attempts to practise psychiatry 
to learn the intricacies of psychotherapy and to be familiar 
as well with the mechanical treatments. No self-respecting 
psychiatrist should be satisfied with restricting his activities to 
either psychotherapy or organic treatment. If, for example. 
Dr. Winnicott rejects treatment other than psychotherapy, how 
does he treat such illnesses as general paralysis, or does he leave 
this to others less doctrinaire? In my opinion, unless we as 
psychiatrists can diagnose and treat any mental or nervous 
condition, whether Srganic or psychogenic, which may occur in 
our patients, we shall never win or hold the respect of our 
colleagues in other specialties—I am, etc., 


London, W.1. CLIFFORD ALLEN. 


Responsibility for the Anaesthetic 

Sir,—At the risk of labouring an old controversy I feel I 
cannot allow the opinion of Mr. A. Lyall (Jan. 26, p. 144) 
that “the surgeon rather than the anaesthetist is the person 
who should decide which anaesthetic should be given” to go 
unchallenged. This opinion is based on the tacit assump- 
tion that whereas the surgeon is a clinician, the anaesthetist is 
a mere technician—an assumption which is out of date, if it 
were ever true. That the surgeon should request certain 
operating conditions is fair enough ; it is up to the anaesthetist 
to provide them so far as is compatible with the safety of the 
patient ; but should the anaesthetist, having assessed the patient 
clinically, decide that a certain method would be harmful, and 
wish to employ some other, even if this lacked something of 
the ideal, the surgeon should abide by his choice. 

Whereas in so many cases the surgeon and anaesthetist will 
obviously agree, and in so many others there will be no definite 
indications or contraindications for this or that method, there 
will be the case in which a difference of opinion will arise. 
When this is so the anaesthetist, particularly the junior anaes- 
thetist, should remember that he will be held responsible for 
the method of anaesthesia chosen should things go wrong, 
and is in no way “covered” by the surgeon as would be a 
student. From these considerations I think it is clear that there 
is a strong moral and legal obligation binding the anaesthetist : 
that he should never administer an anaesthetic or employ a 
method which, on grounds of clinical experience, he considers 
harmful to a patient—and harmful is a relative word. Even 
should such an occasion rarely come about, the principle should 
be clear, and if, after consultation, an impasse should arise, the 
anaesthetist should remember that his first duty is to his patient. 
—I am, etc., 


County Hospital, Orpington. BRIAN D. JOHNSON. 


Poisoning by Amanita phalloides 


Sir.—The interesting article by Drs. J. Dubash and D. Teare 
on “mushroom” (Amanita phalloides) poisoning (Jan. 12, 
p. 45) reminds me of three cases I saw about three years ago, 
and as the authors remark how few cases have been reported 
they might be worth recording. 

The first sufferer was not my patient, and I unfortunately have 
no notes on her, but I remember that the outstanding features were 
jaundice and hallucinations and that she was about 25. While in 
her hallucinated stateeshe made rather a good remark. It was bed- 


pan time in the ward, and when the nurse approached with her 
vessel she sat up, smiled, and said: ‘‘ Good, just what I feel like, 


and I'd like two lumps in mine.” 
a few weeks. 

The other two were a mother and daughter, the only two out of 
five people at the same meal to have eaten mushrooms, and the 
only two to fall ill. The fungi had been picked in a field near 
Ipswich. They were ingested on a Saturday morning, and by even- 
ing the mother had started to vomit. This continued all night, and 
on Sunday morning a violent diarrhoea began, with colicky 
abdominal pains and severe cramps in legs, feet, and hands. By 
Monday, when she was admitted to hospital, she had improved. 
A few days later she was constipated and had marked anorexia. 
She then had considerable tenderness beneaih the right costal margin, 
but no other physical signs, until she developed a typical erythema 
multiforme on trunk, arms, and legs eight days after eating the 
fungi, which cleared within three days. Her recovery was then 
uneventful. 

The little girl, aged 5, had eaten only a piece of one fungus, and 
was not taken ill till the Sunday morning, when she was suddenly 
seized with severe diarrhoea and vomiting. By Monday she was 
delirious, and in hospital was noted as thin but not notably de- 
hydrated, ‘‘ parchmenty ” in colour and texture of skin, and com- 
pletely comatose. She was shocked and pulseless, but not cyanosed 
or jaundiced. Her respirations became more and more rare and 
gasping and she died that morning. Necropsy revealed a very intense 
uniform fatty degeneration of the liver. 


These last two cases at least illustrate one point—namely, 


the greater susceptibility of children to the poison, phallin.— 
am, etc., 


Milton, Berks. 


She made a good recovery within 


W. P. U. JACKSON. 


Nicetinic Acid Amide in Diabetes 


Sir,—Ever since my student days diabetes mellitus has fas- 
cinated and intrigued me. At that time I evolved a theory that 
this only too rampant disease was a ceficiency one, the deficiency 
existing in some vitamin, known or unknown. It was my con- 
tention that the islets of Langerhans required an adequate 
quantity of some special vitamin in order to function normally, 
and that a lack or inadequate quantity would result in islet of 
Langerhans insufficiency. In order to pursue this question I 
required an intelligent and co-operative diabetic who was not 
partaking of insulin therapy. This last essential was necessary 
in order that the results could not be attributable to the insulin 
intake. To be brief, massive doses of different vitamins were 
tried (but not D, E, or K), without any improvement in the 
blood sugar manifesting itself. One massive dose of nicotinic 
acid discouraged further investigation “ up that alley ” by virtue 
of the almost unbelievably violent recurrent flushing of the 
entire body. However, I resorted to the nicotinic acid amide 
instead, and it is the result of this “experiment” that I wish 
to report. 


The patient, a highly intelligent and co-operative man of about 40 
years of age, is a foreman in a garage and agreed to try the adminis- 
tration of the amide. 

1. On a rigid diet of about 1,200 calories (of which approximately 
70 g. was protein, carbohydrate 90 g., and fat about 60 g.) the 
“fasting ” blood sugar was 160 mg. per 100 c.cm. of blood. In the 
normal the blood sugar drops below fasting level in two hours. 
I endeavoured to take the blood from the patient about 24 hours 
after the same meal, thus having the blood at the most suitable time. 

2. After the administration of 1,200 mg. of nicotinic acid amide, 
in the form of six tablets each containing 200 mg., for a month, the 
blood sugar registered 60 mg. of sugar per 100 c.cm. of blood— 
i.e., a drop of about 100 mg.: a tremendous fall. 

3. The patient was then instructed to “eat a normal diet” but 
to proceed with the administration of his amide. However, be- 
coming rather worried over his ‘‘ low sugar,’’ he of his own accord 
reduced the tablets to 400 mg. daily. After about 14 days his blood 
sugar was again estimated, and registered 120 mg. of sugar per 
100 c.cm. of blood—an increase of 60 mg. over the previous result, 
but 40 mg. below his blood sugar when he maintained a rigid dict 
but without any tablets, and he was now enjoying ‘“ normal” meals. 

4. I thereupon instructed the patient to proceed with his 
“normal” diet, but to increase the dosage of the nicotinic acid 
amide to the original 1,200 mg. daily. The subsequent blood-sugar 
estimation registered 100 mg. per 100 c.cm. of blood. (The normal 
blood sugar is 80 to 120 mg.) 


I have not investigated the patient as fully as I would have 
liked because of lack of facilities and time, neither have I pur- 
sued the investigation in a great number of cases, but the results 
appear, so far, vastly encouraging. The nicotinic acid amide 
may be what we have been looking for.—I am, etc.. 

N. Wales. W. Gorpon. 
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“Cord Round the Neck ” 


Sir,—In the course of attendance on about 5,000 confine- 
ments I have never seen a stillbirth which I could ascribe to 
the above cause. I think it is a possible cause in the absence 
of a medical man or a trained midwife, but not otherwise. On 
one occasion I feared the child would be strangled, so I cut the 
cord at once. The .cord was twice round the neck and taut 
from the navel to the neck and from the neck to the placenta. 
The child had been shot out suddenly, so that there was an 
extra pull on the cord. I was unable to get my fingers under- 
neath it. I am inclined to agree with Mr. Mortimer Reddington 
(Jan. 19, p. 109) that such a diagnosis should be regarded with 
grave obstetric doubt.—I am, etc., 


Erdington. ROBERT ANDERSON. 


Medical Future of the Colonies 


Sir,—I have just received the Journal of Nov. 17, 1945, and 
in view of the Commission on Salaries inquiry in the West 
African Colonies appointed by the Secretary of State for the 
Colonies to start early in Jan., 1946, I read with great interest 
the leading article on the medical future of the Colonies 
(p. 693). On reaching the first sentence of the concluding para- 
graph I received a shock: “ These reforms are suggested only 
for the European medical officers.” This at once raises the 
racial question with its unscientific invidious treatment meted 
out to the non-Europeans in the services of the different British 
colonies. Does the B.M.A. support this distinction based on 
“colour”? Does the B.M.A. hold no brief for its non- 
European members who are employed by the British Colonial 
Governments ? 

I may claim to some extent to be representative of the non- 
European medical officers in the Colonies in general and of 
Sierra Leone (West Africa) in particular, having just retired 
after 324 years’ service in the Sierra Leone Medical Service as 
distinct from the Colonial Medical Service. I have been a 
member of the B.M.A. since 1912. Why should this editorial 
deal with the grievances of only one part of its members so 
pointedly? Non-Europeans equally with their European col- 
leagues are entitled to all the facilities of the Association and to 
the help of the B.M.A. in the alleviation of their legitimate 
service grievances. 

Can it be, then, that the writer seriously considers that we 
have no grievances or that they are too trivial to be considered ? 
Very early in the article it is stated: “It is no exaggeration to 
say that before this war most people were profoundly ignorant 
of conditions in this Empire.” This persistent overlooking 
and ignoring of the non-European civil servants in the Colonies 
is one of them. 

The purport of the rest of this letter is to show very briefly the 
invidious distinctions and inequalities of conditions of service 
between European and non-European medical officers in one 
Colony—Sierra Leone—since the formation of the West African 
Medical Service by Chamberlain in 1902. Prior to this, since 
1865 African medical officers had been continuously in 
Sierra Leone ; frequently in those early days half or two-thirds 
of the medical staff were African, receiving the same pay and 
promotion as their European colleagues. In the ’seventies one 
was head of the medical department of the Gambia with a junior 
European uncer him, and in the ‘nineties a similar state existed 
on the Gold Coast. The Africans had all been trained in the 
medical schools in the U.K. and passed the same (frequently 
higher) examinations and been registered in exactly the same 
way as their European colleagues. 

With the formation of the W.A.M.S. the colour bar was 
introduced and no West African could enter the West African 
Medical Service. Thus there were two services side by side— 
the W.A.M.S. (European) and the local Colony service 
(African). In 1943 the W.A.M.S. was absorbed into the larger 
Colonial Medical Service, and though in the more recent adver- 
tisements for recruits in the medical press and the official 
regulations no mention is made of it, the colour bar still exists, 
as so far no non-European has been appointed to West Africa 
and African applicants have been offered posts in the local 
Colony services. Thus there are still two services. So, regard- 
less of what policy may in the future be adopted towards the 
training of medical men from the indigenous peoples, there is 
at present a definite body of non-European personnel in the 


West African Colonies (three hold specialist posts and three 
have been awarded the M.B.E.), and they cannot be passed 
over so easily. Not only were these non-European medical 
officers on a much smaller salary scale, but until quite recently 
there was no promotion for them from the grade of medical 
officer, and though qualified they were not employed on the 
health side. In addition their European colleagues have the 
following privileges, all of which have a definite cash value: 
longer vacation leave and local leave with passages paid both 
ways ; good furnished quarters or an allowance in lieu; free 
conservancy, when in Freetown, the capital, free pipe-borne 
water supply, and exemption from municipal rates ; persion on 
a higher scale, and if re-employed when on pension receive an 
additional 15° ; and when sick have a much longer period on 
full pay before going on to half-pay. 

I have had interviews and correspondence with successive 
medical and Dominion secretaries of the B.M.A. since 1922, 
and have applied for the help of the B.M.A. towards removing 
the above iniquities—so the above facts are on the file in the 
B.M.A. offices—and in spite of this we non-Europeans are 
passed over so casually.—I am, etc., 

M. C. F. Easmon, 


Freetown. Senior Medical Officer (Sierra Leone) (ret.) 


Medical Journals for Hong Kong 


Sir,—Would you allow me the hospitality of your columns 
to make an appeal on behalf of my colleagues in Hong Kong ? 
Below is an extract from a letter just received from one of the 
Chinese doctors who remained at his post throughout the 33 
years of Japanese occupation, at my earnest request, in order 
to provide medical and health services for the prisoners of 
war and civilian internees, their uninterned wives, children, 
and dependants, and for the general community. Such men 
remained loyal to the Allied cause, despite every effort by the 
Japanese military and civilian authorities to win them over 
with alluring promises of advancement. Hardships, humilia- 
tion, starvation, and even imprisonment and all that went with 
it, including maltreatment and loss of health and vigour, failed 
to break their spirit, and they courageously carried on their 
duties even after my removal by the Kempe-tai from their 
midst. I quote from one of several similar letters received 
from the Far East: 

‘The doctors here are terribly short of medical literature. It 
would be useful to coliect some back numbers of the Lancet, British 
Medical Journal, Practitioner, British Journal of Surgery, etc., that 
are not wanted by our British professional brothers, to be circulated 
among doctors of the various hospitals. No doubt all of us here 
[in Hong Kong] wish to know what has happened in the past four 
years. Honestly, we are not jealous at the titles and decorations 
and wealth brought back by friends who went away from Hong 
Kong during the Japanese occupation, but we do want to catch up 
inteilectually what we missed.” 

On the receipt of a postcard I shall be very happy to collect 
any copies of such medical periodicals as can be spared by 
colleagues living within, say, three miles of Charing Cross and 
to send them to Hong Kong for cistribution. A generous 
response to this appeal will serve as a token of our profound 
admiration towards Chinese, Portuguese, and Eurasian medical 
and dental colleagues who sacrificed so much for the sake of 
humanity and for their allegiance to the British Commonwealth 
of Nations and our Allies—I am, ete., 


P. S. SELWYN-CLARKE, 


The White House, Albany Street, 
Director of Medical Services, Hong Kong. 


London, N.W.1. 


Health Service Forecast 


Sir,—We are told in the press that the Minister of Health 
has nearly completed his Bill and will divulge its contents in 
the near future. In these circumstances it may be useful to 
note a very significant leader in the Tribune of Jan. 11, a 
newspaper with which Mr. Aneurin Bevan is understood to 
have been closely associated. The statement opens by express- 
ing confidence that “the Bill will have a swift and easy passage 
when it is introduced in the House later in the year.” It is 
stated quite categorically “that everyone will subscribe at a 
flat annual rate,” and that “the poorest subscriber will be 
entitled to specialized medical service, and private rooms in 
hospitals will be allotted to those who need them.” 
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The policy which the Minister has announced with regard to 
the purchase of practices finds its explanation in the following 
paragraph: “Apart from areas deemed to be fully served by 
doctors, the medical practitioner will be free to set up practice 
anywhere ; private practices may continue so long as they are 
in public demand, but, as they fall vacant, they will be filled 
in conformity with the district’s special needs instead of being 
offered to the highest bidder.” 

The free choice of doctor which is dealt with in the B.M.A.’s 
Principle HI is explained (and limited !) in the following para- 
graph: “There will be no interference with the right of the 
patient to choose his own doctor and there will be nothing to 
stop him from paying a private fee, in addition to his annual 
subscription (the italics are mine), if he can find no better use 
for his money.” We have been warned.—I am, etc., 


House of Commons. E. GRAHAM-LITTLE. 


Questionaries, Past and Future 


Sir,—May I suggest that one question, such as the following, 
is all that is necessary: “Do you wish to enter a centrally 
controlled service?” If the service be centrally controlled 
the central authority could convert, by regulation and without 
reference to Parliament, an originally attractive service into 
one which would be repugnant to both patient and doctor. If 
the present system, which in the main is on a basis of peripheral 
control by patients and doctors, were set free from unnecessary 
financial restrictions nothing would stand in the way of the 
rapid adaptation of its structure to meet the various and varying 
demands made upon it to the advantage of all concerned 
{except those whose pleasure is to exercise power over the 
lives of their fellows). A similar question to the one suggested 
above was recently put to 30,000 doctors. Of the 10,000 who 
made the effort to reply, 77°, were opposed to a centrally 
controlled service. Full details of this questionary are, I 
believe, available for the use of the Negotiating Committee. 

As part of a comprehensive and long-term policy directed 
against the freedom of the individual all official proposals, 
actual and foreshadowed, conform consistently to a centrally 
controlled type of organization. In this the executive of the 
B.M.A. acquiesces. The Negotiating Committee avoids the 
fundamental issue and discusses mere details.—I am, etc., 

E. U. MacWILLIAM. 


Bexley, Kent. 


A Burning Topic 

Sirn,—At a time when the future of the medical profession 
in this country and the immediate prospects of so many of its 
members are in the balance, it can only cause irritation among 
your readers if you continue to give up columns of space to 
letters, however flippant or however magisterial, advocating 
that a venereologist should be called a venereologist (or alterna- 
tively a “moskovend” or a “priapologist”) or that the 
operation of myringotomy should be called “ syringomyringo- 
diacentesis.”. There are more burning topics. For example, 
the present plight of those many practitioners who through war 
service, voluntary or otherwise, have lost their practices, and 
on demobilization find that they are debarred from acquiring 
new ones, so that they can now only go to work as salaried 
employees in other men’s practices. 

There is a feeling in the air that in future general practitioners 
will be paid, not according to how good they are at general 
practice, but according to the letters after their names. The 
natural course, then, for those now suspended in this limbo, 
especially for those with definite specialist ambitions (which 
they may have forgone for the security of the practices they 
have now lost), would be to use the Government scheme for 
rehabilitation, by a Class I or a Class HII] appointment, to 
acquire some higher or specialist qualification. This, it seems, 
is completely ruled out under the scheme. Neither the man 
who has spent any time in general practice nor the specialist 
is allowed anything beyond a contemptible two-week refresher 
course. If one pays a visit to the H.Q. of this postgraduate 
scheme one may be confronted by an individual who at the 
mention of the word “right” or “claim” jumps up from his 
chair, flourishes a ,disability at one, and declares that he has 
no claim against the country ; and while one is still gasping 
from the impact of such mawkishness the interview comes to 
an end. 


One is led to understand that the only people to benefit by 
this scheme are those who have avoided war service or served 
in the E.M.S. long enough to become graded specialists. Was 
this the country’s intention in setting aside this sum for rehabili- 
tation of Service doctors ? Have we (who have lost most and 
need most rehabilitation), in fact, no claim on these facilities 
nor right to ask for them? Can we not now use _ these 
opportunities, which we had so counted on during long evening 
hours of study in the Forces ? 

I suggest that we hear no more of “moskovends” or of 
“ syringomyringodiacentesis,” and that the space thus released 
be given over to one weekly letter on this subject until enough 
interest has been aroused to get something done.—I am, etc., 


Tacolneston Norfolk. W. J. GARDNER. 


A Tribute to Honorary Staffs 


Sik,— Undergoing rehabilitation at my old London teaching 
hospital I have been forcibly struck by the very apparent ageing 
and tiredness of those of the honorary staff who remained 
behind to carry on during the war years. This change is 
apparent enough when | recall their pre-war appearances, and 
it becomes even more obvious when I compare them with their 
youthful-locking colleagues now returned from the Services. 
An acid tongue might remark that everyone knows how little 
work was done in the Services, but in the case of Service 
specialists I am quite certain that most have done their full 
share. The difference is due to the drag of everyday wartime 
civilian life, the frustration of shortage of nurses, of laboratory 
staff, of instruments, etc., the drag of travelling, and, not least, 
the very considerable amount of time spent by many under 
constant threat of enemy air activity. 

Not only do I wish to pay a belated tribute to their devotion 
and loyalty, but I want to point out that the teaching hospitals 
are now faced with having tired men both to teach the new 
generation and to help deal with the very difficult years stretch- 
ing before the medical profession. My humble suggestion is 
that during the next few years these leaders of our profession 
should be rehabilitated by six months in Canada and the U.S.A., 
studying their own specialty and incidentally resting, feeding, 
and rejuvenating. 

Feeling that the motives behind a letter of this nature might 
be misunderstood, I would prefer to remain : 

Ex-Masor, R.A.M.C.” (Non-specialist). 


A United Nations Medical Association 


Sir,—Now that the United Nations Organization is meeting 
in London, is it not apposite to consider the possibility of 
forming a United Nations Medical Association ? The excellent 
achievements of the League of Nations Health Organization 
are known and appreciated (though not perhaps as widely as 
they should be). Undoubtedly this or a similar body must 
continue to study and organize public health projects of inter- 
national importance. But some of us working with U.N.R.R.A. 
recognize the need for an organization somewhat similar to the 
B.M.A. or the A.M.A. The social and professional benefits 
which such an organization could offer to our numerous dis- 
placed and distressed colleagues in many countries are apparent 
to all who have worked in the camps. These, our colleagues, 
have now no homeland, no books or journals (though we try 
to make good this deficiency). The aid which might come to 
them through U.N.M.A. should be socially and psychologically 
preferable to selective charity from any other source. It would 
enable them to identify themselves with their professional 
fellows in every land. 

The above is, of course, but an expedient reason for pro- 
posing the function of such a body as U.N.M.A. at the present 
time. Other important professional reasons will be obvious. 
Furthermore, it is reasonable to suppose that so large an inter- 
national body of mainly cultured, tolerant, and enlightened 
people would form a considerable contribution towards main- 
taining world peace. The first step that suggests itself in the 
development of such an organization is the publication of a 
U.N.M.A. journal to be printed in English and several other 
languages. The choice and decision as to these languages should 
not lead to as much dispute as some might anticipate. It requires 
no fertile mind to imagine the interest and value such a pioneer 
journal should otherwise possess.—I am, etc., 

U.N.R.R.A., Austria. F. M. PURCELL. 
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Obituary 


Sir COMYNS BERKELEY, M.D., M.Cu. 
F.R.C.P., F.R.C.S., F.R.C.0.G., M.M.S.A. 


The death on Jan. 27 of Sir Comyns Berkeley, which we 
announced last week with great regret, removes one who had 
been for the best part of half a century in the front rank of 
obstetric and gynaecological surgeons in this country. He was 
a leading figure of the Middlesex Hospital, which he entered 
as a student in 1888, just ten years after his friend and mentor, 
Sir John Bland-Sutton, had entered it. Comyns Berkeley had 
the bearing of a physician of a more sumptuous age—one could 
imagine him attending at St. James’s Palace for the delivery of 
Queen Anne, though with him in charge her maternal record 
would have been much less disappointing—but no man was 
more alive to practical issues or did more to raise the standard 
of midwifery in this country. : 
George Harold Arthur Comyns Berkeley was born in 
Chelsea on Oct. 16, 1865. At the age of 13 he went to 
Marlborough, and at 18 to 
Cambridge (Caius), where he re- 
mained for five years, taking the 
B.A. (Natural Sciences Tripos) 
in 1887. Then came his years 
at Middlesex, and he qualified 
M.B., B.Ch. in 1892. Though 
he worked for a time as house- 
physician at the Brompton 
Hospital and at the Hospital 
for Sick Children, Great Or- 
mond Street, the bent of his 
career quite early was towards 
obstetrics, and he served his own 
hospital, Middlesex, as obstetric 
house-surgeon, obstetric regis- 
trar, and tutor in obstetrics and 
diseases of women. In 1903 he 
was elected to the visiting staff 
of the Middlesex, and his asso- 
ciation with that hospital, and 
his deep affection for it, continued until the end of his life. 
He was also consulting surgeon to the City of London Maternity 
Hospital and to the Chelsea Hospital for Women, and consult- 
ing gynaecological surgeon to the Hornsey, Eltham, and Clacton 
Hospitals, and to the London County Council Radium Centre 
at Lambeth. During the war of 1914-18 he was surgeon-in- 
charge of the Clacton Military Hospital, Eastern Command. 
No man exercised a larger influence on the standard of mid- 
wifery in this country. He was at one time or another examiner 
in midwifery and diseases of women to every university in 
England and Wales except two, to two of the Scottish uni- 
versities, to the English Conjoint Board, and to the Society of 
Apothecaries. His long-continued work for the Central Mid- 
wives Board included the role of examiner, member of the 
Board, and eventually for ten years its chairman. Under him 
the Board tightened up its regulations, insisted on the observance 
of them in the letter as well as in the spirit, and greatly raised 
the status of midwives by the enforcement of an examination 
system and discipline which, hardly as it might bear upon 
women who had drifted into midwifery without adequate train- 
ing or preparation, was no more than the importance of their 
work demanded. He also endeavoured to secure that medical 
students as well as pupil-midwives should have a sufficient 
number of cases. He did much to establish pre-maternity super- 
vision—treally a quite modern practice. He was interested also 
in general nursing, and the Royal College of Nursing for many 
years had the benefit of his presence as honorary treasurer and 
fireside friend. : 
In his surgical practice he was a most careful operator, in- 
sistent upon every antiseptic and aseptic precaution, and on 
the fastidious preparation of the patient. He was exceptionally 
fortunate in having during his years of operative work at the 
Middlesex the same anaesthetist, his friend Dr. Herbert Charles. 
Berkeley was not afraid of speaking his mind on any subject 
or of expressing dissent from new departures in obstetric practice 
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which seemed to him unwise or precipitate. At the Portsmouth 
Meeting of the British Medical Association in 1923 he delivered 
an address on the use and abuse of the obstetric forceps, and 
afterwards, he said, received considerable abuse, with the 
result that his banking account suffered for a time. He had his 
own views as to the reason for the stubborn figure of maternal 
mortality a few years ago. He thought it was due to lack of 
antenatal care, either the neglect of the locai authorities to 
make provision or the unwillingness of women to avail them- 
selves of it. Ignorance, carelessness, undue haste were to him 
the three malign spirits which attended childbed. His services 
were secured by Sir George Newman, then Chief Medicat Officer 
of the Ministry of Health, to advise medical officers of the 
Ministry in an investigation into maternal mortality. The 
reports of that investigation pay high tribute to his services. 
Radium treatment in gynaecological conditions interested him, 
and he was a member of the National Radium Committee and 
vice-chairman of the National Radium Trust. He first used 
radium in carcinoma of the cervix in 1912, but took a con- 
servative attitude. 

Comyns Berkeley joined the British Medical Association in 
the early ‘nineties. In 1925 he was elected president of the 
Metropolitan Counties Branch, when his presidential address 
bore the title “ Save the Women and Chiidren.” In the following 
year he was president of the Section of Obstetrics and Gynae- 
cology at the Nottingham Meeting. Though he took no 
particular part in medico-political affairs, he was a most loyal 
member of the Association and a diligent reader of its Journal. 
Even when he was away on long visits abroad he insisted on 
copies of the B.M.J. being saved for him and carefully studied 
them on his return. He was himself an editor; under his 
direction for over twenty years the Journal of Obstetrics and 
Gynaecology of the British Empire became one of the leading 
special journals. He was a most prolific writer, being the author 
of many books and treatises which passed into a number of 
editions. These include a Handbook for Obstetric Dressers 
and Midwives, of which a twelfth edition appeared in -1943 ; 
Gynaecology for Nurses, which is still in great request ; and an 
Atlas of Midwifery. The title of this last work was changed 
in later editions to Pictorial Midwifery ; it contains some 250 
pictures illustrating practically all the points in connexion with 
the teaching of midwifery which lend themselves to pictorial 
representation. He edited the two popular textbooks known 
as Midwifery by Ten Teachers and Diseases of Women by Ten 
Teachers, each of which has reached a seventh edition. With 
his junior colleague Victor Bonney he wrote the well-known 
and deservedly praised Texthook of Gynaecological Surgery, 
now in its fourth edition ; also Difficulties and Emergencies of 
Obstetric Practice (third edition, 1920) and Guide to Gynae- 
cology in General Practice. 

Sir Comyns Berkeley, who was knighted in 1934, was a Fellow 
of all three Royal Colleges—Physicians, Surgeons, and Obstet- 
ricians and Gynaecologists, and of the last-named he was for 
long a member of Council and its first treasurer. He was also 
Honorary Master of Midwifery of the Society of Apothecaries. 
Just before the war he was nominated an honorary member of 
the German Society for Gynaecology. Socially he was a man 
much sought after, a popular member of the Garrick and other 
clubs, a keen golfer and rider to hounds, and an admirable 
host. But his life was largely absorbed by his profession, which 
he pursued with undeviating energy and zest until well beyond 
the age of normal retirement. In recent years his health 
seemed precarious, and the death of Lady Berkeley during the 
war was a heavy blow. 


Mr. Victor BONNEY writes: 


As Comyns Berkeley’s oldest surviving friend and colleague I 
want to add something personal to the obituary notice. My recollec- 
tion of him goes back to 1891 when he was house-surgeon to Mr. 
Henry Morris and I a young student, but we did not come into near 
contact till 1898, when I went to Chelsea Hospital for Women as 
resident surgical officer, he then being the junior assistant surgeon. 
From that time forwards our association was very close, and for 
many years we worked as a team of two. 

At the end of the last century most of the gynaecologists were 


» not fully trained surgeons, but physicians on whom a degree of 


surgical proficiency had been grafted, but we had the advantage of a 
close association with Bland-Sution, and both of us owe a great deal 
to him. We endeavoured to advance gynaecological surgery and 


took up Wertheim’s operation (then newly invented) with enthusiasm, 
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in all our early cases of this operation we assisted one another, and 
at intervals thereafter published the results we had obtained. 

The idea of writing a textbook on gynaecological surgery took 
shape in 1905, but the question of illustrations held it up as neither of 
us could afford the heavy expense of a professional artist. I there- 
fore had to teach myself to draw, and the process was a long one. 
The text was written conjointly between 9 p.m. and 2 a.m., and to 
keep us awake we consumed a bottle of old port at each sitting. 
The book appeared in 1911. Thereafter we collaborated in four 
other books, the last (in conjunction with Douglas Macieod) not 
long before the last war. 

From 1914 to 1918 we were the surgeons to the military branch 
of the Middlesex Hospital at Clacton-on-Sea. It was a first-line 
base hospital and over 10,000 wounded soldiers passed through our 
hands. It was necessary to carry on the teaching and surgical work 
at Middlesex and Chelsea Hospitals, so we arranged that each of 
us should spend half the week in London and half at Clacton. The 
half in London, when each of us did his own work and that of his 
colleague, was very strenuous. 

The record of his life’s work, even in epitome, is an amazing one, 
and it might be thought that the spending of so much energy on 
intensive labour would leave little room for the graces and pleasures 
of existence. But not at all; he possessed a native humour, a 
geniality, a toleration, and a kindness of heart which made him an 
ideal companion, and at any social gathering, private or public, 
where fun and good fellowship were cailed for he was a priceless 
asset. A bon viveur by nature and inheritance, joying in good com- 
pany, especially when it was intimate and gossipy, and possessing 
an intense relish for the pleasant things of life, he held with the 
poet that “laughter and the love of friends” were of all things 
the most worth winning. I with many other of his host of friends 
will remember with affectionate regret the dinners, perfect in sub- 
stance and service, that he used to give at his own house or at the 
Garrick, nor less those jovial suppers of perfect Stilton and audit 
ale which, at 2 a.m., succeeded several hours spent in hard literary 
work. 

In the last few years of his life domestic misfortune beset him; 
his house in Wimpole Street was badly damaged by a bomb, as 
likewise was the house he removed to and the office wherein he 
worked; and presently his health began to fail, and the death of 
his dearly loved wife was the final blow. Nevertheless, with in- 
domitable resolution he continued editing his journal and presiding 
over his Board, and undismayed carried on to the end. 

In paying this tribute to the life’s work of a very old and loved 
colleague and friend I cannot but think it teaches these two great 
lessons: first what enormous capability there is in unfaltering per- 
sistence—in 50 years I never saw Berkeley lounge or be idle, he 
was always doing something; and secondiy that time is much more 
spacious than most of us think, there being within it, if fully utilized, 
ample room for both great work and great play. 


W. E. THOMAS, M.D., J.P. 
Prof. GitBert I. STRACHAN sends the following appreciation: 


William Evans Thomas, who died at Porthcawl on Jan. 20 in his 
83rd year, was a native of Bala in North Wales. Soon after gradua- 
tion at Edinburgh he settled in practice in the Rhondda Valley, 
where, at Ystrad Rhondda, he practised for almost sixty years. He 
was a keen clinician and kept well abreast of modern advances in 
his profession, so that his practice became one of the largest in 
the Rhondda Valley. In spite of this he found opportunity to take a 
leading part in public affairs, and much of his time and energy in this 
respect was devoted to the interests of the British Medical Associa- 
tion. He was at different periods honorary secretary and chair- 
man of the North Glamorgan and Brecknock Division, twice presi- 
dent of the South Wales and Monmouthshire Branch, chairman of 
the Welsh Committee, and vice-chairman of the Welsh Contract 
Practice Committee. He was also a member of the Representative 
Body and for a number of years a member of Council. He was 
one of the original members of the Rhondda Urban District Council, 
also a member of the governing bodies of the Welsh National Tuber- 
culosis Association, of the National Museum of Wales, of the 
University College of South Wales and Monmouthshire, and of the 
Welsh National School of Medicine, as well as of the Board of 
Management of Cardiff Royal Infirmary. Twenty-five years ago he 
was appointed a Justice of the Peace. 

This sketch far from exhausts the many activities of this remark- 
abie man, who in private life was one of the most cheerful of com- 
panions, with an impish sense of humour and a perfect “ leg- 
puller,”’ while he was an ideal host. ‘‘ W. E.,” as he was always 
known, had the keen-witted enthusiasm of his race; he was always 
angered at any example of injustice and was ready to fight at any 
time in the interests of the under-dog. A Welsh-speaking Welsh- 
man, he was intensely proud of his country, its achievements, its 
art, its culture, and its language; and as the best type of Welsh 
patriot he could always be reiied on to maintain the interests of 
gallant little Wales. His busy life left him but little time for recrea- 


tion or sport, and he had small inclination in this direction; work 
was his mainstay, and many a summer “ holiday ’’ was spent at a 
B.M.A. Annual Meeting. 

The death of ‘“* W.E.”’ represents the snapping of still another of 
the few links that connect us with that generation of medical men, 
the old school, who almost grew up with the Welsh coalfields. They 
were a hardy and conscientious body of men, and their earlier days 
on foot or on horseback in all weathers were in marked contrast 
with the comfort of the latter-day motor-car. Dr. Thomas had the 
knack of appealing to younger men, with whom he kept constantly 
in touch, so that his range of acquaintance was enormous; in this 
way his passing creates a wide gap which it will be difficult to fill, 
and his absence will be felt by a wide circle far beyond his own 
generation. At the funeral at Glyn Taff Cemetery, Pontypridd, 
representatives of many public bodies, including the Welsh National 
School of Medicine, were present to pay their last respects. It was 
well said of him that few men had touched life at so many points 
as he had. 


ALFRED EDDOWES, M.D., M.R.C.P. 


Dr. Alfred Eddowes, who died on Jan. 15 at Woodford Green 
at the age of 95, joined the British Medical Association as long 
ago as 1875, and held office in the Section of Dermatology at 
three Annual Meetings—as secretary in 1901 at Cheltenham, 
as vice-president in 1910 in London, and as president in 1914 in 
Aberdeen. 

The son of a medical man, he was born at Poniesbury, Salop, 
and from Shrewsbury School went to the University of Edin- 
burgh, where he won a medal in physiology and graduated 
M.B., C.M. in 1873, taking the M.D. three years later. After 
postgraduate study in London at St. Bartholomew’s Hospital, 
and in Vienna, Hamburg, and Paris, Eddowes was resident 
medical officer at the Royal Salop Hospital for over four years. 
and then worked in general practice in his native county for 
eleven years. Coming to London he specialized in dermatology, 
took the M.R.C.P. in 1897, and became physician for skin 
cases at the West End Hospital for Nervous Diseases, and 
also physician to the skin department of St. George’s and 
St. James’s Dispensary and to the St. John’s Hospital for 
Diseases of the Skin in Leicester Square. Later he joined the 
staff of the Western Skin Hospital and was honorary derma- 
tologist to the Artistes’ Section of the Stage Guild. He was 
elected a corresponding member of the French Society of 
Dermatology and of the Italian Society of Dermatology and 
Syphilology. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In a Congregation held on Jan. 24 the following medical degrees 
were conferred : 
D.M.—D. Whitteridge. 


B.M., B.Cu.—G. A. S. Lloyd, J. S. P. Rawlins, C. G. White, I. C. Todd, 
A. J. Ogg, R. P. C. Handfied-Jones (in absence). 


UNIVERSITY OF CAMBRIDGE 


The Trustees of the Nuffield Foundation have offered to the Univer- 
sity financial support for an investigation (under Prof. F. C. Bartlett 
at the Psychological Laboratory) on causes and results of ageing, 
dealing with characteristics and changes of human function which 
are associated with different age groups, with particular reference 
to adult groups. The grants that the Trustees have in mind are a 
non-recurrent one of £2,000 for initial capital outlay, and a recurrent 
grant of £6,000 a year for three years in the, first instance, with the 
possibility of renewal for a period not exceeding three years, making 
six years in all. Should the whole of the grant not be expended in 
any year, the unexpended balance should be carried forward for use 
later in the grant period. 

The Cambridge University Reporter for Jan. 29 contains a report 
by the Council of the Senate on the establishment of a professorship 
of radiotherapeutics, and a report by the General Board on the con- 
stitution of a department of radiotherapeutics. The Faculty Board 
of Medicine has recommended unanimously that a professorship in 
this subject should be established for Dr. J. S. Mitchell, who was 

nedical officer in charge of the radiotherapeutic centre at Adden- 
brooke’s Hospital until he went to Canada on Government service 
in 1944. This recommendation is approved by the Council, which 
further recommends that the chair should be limited to one tenure 
and primarily assigned to the Faculty of Medicine, and that the 
professor shall not engage in private practice. The General Board 
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recommends that a department of radiotherapeutics be constituted 
and placed in the Faculty of Medicine, and that the head of this 
department be the professor of radiotherapeutics. If the University 
approves the proposed constitution Dr. Mitchell will work partly in 
Addenbrooke’s Hospital, in the post from which he had leave of 
absence, and partly in a university department to be equipped and 
maintained by the University. What the General Board now pro- 
poses is the second step in the development of a school of clinical 
research and postgraduate teaching along the lines described in an 
earlier report on the constitution of a department of experimental 
medicine. The opportunity to constitute a department of experi- 
mental medicine arose from the offer of the Medical Research Council 
to provide the whole stipend of Dr. R. A. McCance as professor 
of experimental medicine, whose department was set up in May, 1945. 

On the nomination of the Faculty Board of Medicine Prof. R. A. 
McCance has been appointed assessor to the Regius Professor of 
Physic for the year 1946. 

At a Congregation held on Jan. 25 the following medical degrees 
were conferred by proxy except on those whose names are marked 
with an asterisk : 

M.D.—J. F. Paterson. 

M.B., B.Cuir.—R. C. Allison, D. J. ap Simon, *J. C. Bayliss, W. Buckley, 
E. W. Deane, A. McK. Elliott, *A. E. Flatt, A. L. Furniss, J. Gloster, D. Hamilton, 
*J. Jordon, P. B. Kunkler, *P. A. Merton, P. D. Mort, H. G. Percy, *B. R. 


Pollard, J. W. T. Redfearn, *J. T. Rowling, C. C. D. Shute, E. B. G. Smith, 
R. H. Thomlinson, *P. Watson, *R. H. Wilkinson, C. J. Wilson. 


UNIVERSITY OF LONDON 


The headquarters staff of the University at Richmond College has 
now returned to the Senate House in Bloomsbury (tel.: Museum 
8000). The department of the superintendent of examinations and 
the publications department will remain at South Kensington until 
further notice. 

Mr. John B. Hunter, M.Ch., F.R.C.S., has been appointed as a 
representative of the Faculty of Medicine on the Senate for the 
remainder of the period 1942-6, in place of the late Sir Girling Ball. 
Mr. Hunter is succeeded by Dr. H. E. A. Boldero, F.R.C.P., as 
representative of the General Medical Schools on the Senate for the 
same period. 

Under the present regulations, applications for grants in aid of 
research are invited annually and are to be received at the University 
by March 31 in each year. it has now been decided that more 
frequent allocation is desirable, and the revised dates of application 
for grants from the Central Research Fund, the Dixon Fund, and 
the Thomas Smythe Hughes Medical Research Fund will now be 
March 31, July 31, and Nov. 30 in each year. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


The following candidates were successful at the recent Primary 
Fellowship examination conducted by the College: 

I. A. Alexander, M. Burdman, E. F. Chin, Daphne W. Chun, N. A. Cust, 
E. O. Dawson, A. N. B. Fitzhardinge, I. G. Graber, D. P. Greaves, F. J. Hedden, 
A. M. Khan, T. L. T. Lewis, R. J. Manekshaw, R. Nigam, N. K. Parikh, W. H. 
Power, D. B. Robertson, D. P. Robertson, G. P. A. Sechiari, Homa V-ol-M. 
Shaibany, D. H. Thompson, B. H. Wadia, R. W. E. Watts. 


SOCIETY OF APOTHECARIES OF LONDON 


Lord Moran, P.R.C.P., will deliver a lecture entitled ‘‘ Into Battle ” 
at Apothecaries’ Hall, Black Friars Lane, Queen Victoria Street, 
E.C., on Tuesday, March 12, at 8 p.m. Members of the medical 
profession and senior students are cordially invited to attend. 


The Services 


The following have been mentioned in dispatches in recognition 
of gallant and distinguished services in the field: Major (Temp.) R. 
Mackay, M.C., Capts. A. H. Weston and J. E. Wooding, R.A.M.C., 
and Capt. P. R. Das-Gupta, I.M.S. 

The Efficiency Decoration has been conferred upon the following 
officers of the Territorial Army: Lieut.-Col. (Temp. Col.) C. R. Croft, 
Majors (Temp. Lieut.-Cols.) P. R. Mitchell, O.B.E., and H. G. 
Wimbush, and Capts. (Temp. Majors) G. S. Adams and G. T. Pitts, 
R.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 


Previously reported missing, now reported to have died on Feb. 15, 
1942, in Japanese hands.—Squad. Ldr. Eustatius William Barton 
Griffiths, R.A.F. Reserve. 

Died while a prisoner of war in Japanese hands.—F\. Lieut. 
Raymond George Blackledge, R.A.F.V.R. 

Died.—F\. Lieut. James Lawrence Connor, R.A.F.V.R. 

Died of wounds in India—Lieut. Austin Stuart Carruthers, 
R.A.M.C. 

Killed on Active Service with C.M.F., May, 1945.—Capt. Cecil 
Willoughby Richards, R.A.M.C. 


Medical Notes in Parliament 


Pneumoconiosis Investigations 


Mr. PETER FREEMAN Suggested on Jan. 22 that the Minister 
of Fuel and Power should have a special inquiry made into the 
questicn of stone-dusting and coal-dust problems in connexion 
with coal-cutting and conveying machines underground, with 
reference to the effects of both kinds of dust upon miners’ 
lungs and as contributory causes of lung diseases. Mr. SHINWELL 
said measures to reduce dust in coal mines were already the 
subject of investigation and action by the industry and by the 
Inspectors of Mines. Though he was satisfied that much pro- 
gress was being made. particularly in South Wales, this would 
have to be accelerated. In addition a joint committee, composed 
of representatives of his Department and the Medical Research 
Council, was assisting a research unit in South Wales dealing 
with the cause, treatment, and prevention of pneumoconiosis. 
There had been an increase in the incidence of lung diseases 
among miners, but this was not attributable to stone dust. 


Research in Atomic Energy 


Mr. ATTLEE announced on Jan. 29 that Lord Portal of 
Hungerford had been appointed as head of an organization for 
production of fissile material for use in research into and 
experiments with atomic energy. Prof. J. D. Cockcroft had been 
selected for the post of director of the atomic research station 
at Harwell, near Didcot. On Jan. 31 Mr. Attlee added that the 
Government intended research and production should be carried 
on in this country on a scale sufficient for the development of 
atomic energy in co-operation with other nations. He could 
not estimate when any stated rate of output of the material 
would be achieved. 


Discussions by the Minister of Health 


On Jan. 31 Sir HENRY Morris-JoNes asked Mr. Bevan why, 
in his recent interview with some representatives of local 
authorities concerning his proposals for hospital administration 
in his forthcoming National Health Bill, they were forbidden by 
him to consult their associations or to divulge his proposals. 
Mr. BEVAN replied that the Government’s proposals for a 
National Health Service would be published in the proper 
manner, by the submission of a Bill to Parliament. Before 
settling final details of that Bill he was seeking advice on 
various points from expert representatives from local govern- 
ment and other fields. He did not ask them to commit the 
local authorities or other bodies to any particular proposal. 
His discussions with them must obviously be confidential. 


Medical News 


The following radiological meetings are announced: Thursday, 
Feb. 14, at 8 p.m., at British Institute of Radiology (32, Welbeck 
Street, W.), Dr. L. G. Blair, “‘ Interpretation of Children’s Chest 
X-rays.’ Friday, Feb. 15, at 2.30 p.m., at Royal College of Sur- 
geons of England (Lincoln’s Inn Fields, W.C.), Diagnostic Section 
of Faculty of Radiologists, Dr. E. Rohan Williams and Mr. Leonard 
G. Phillips, ‘‘ The Value of Antenatal Radiological Pelvimetry,” 
followed by a discussion to be opened by Mr. Aleck W. Bourne. 
Friday, Feb. 15, at 8 p.m., Radiology Section of. Royal Society of 
Medicine at 1, Wimpole Street, W., discussion on “* The Radiotherapy 
of Brain Tumours.” 

The Association of Scientific Workers, in co-operation with kindred 
organizations, has arranged a conference on ‘ Science and the Wel- 
fare of Mankind” to be held at the Beaver Hall, Garlick Hill, 
London, E.C.4, on Friday, Feb. 15, at 7 p.m. (chairman, Sir Robert 
Robinson, P.R.S.), Feb. 16 at 2.30 p.m. (chairman, Sir Richard 
Gregory, F.R.S.), and Feb. 17 at 10 a.m. (chairman, Prof. A. V. Hill, 
F.R.S.) and 2.30 p.m. (chairman, Sir Robert Watson-Watt, F.R.S.). 
The subjects of the four sessions are science and world needs, impli- 
cations of recent scientific development, the responsibilities of 
scientists in modern society, and the organization of science. In- 
quiries should be sent to the Association of Scientific Workers, 73, 
High Holborn, W.C.1 (telephone, Chancery 5607). 

Dr. Geoffrey Evans will read a paper on “ Physical Methods in 
the Treatment of so-called Psychosomatic States’ before the 
British Association of Physical Medicine at 11, Chandos Street. W., 
on Wednesday, Feb. 20, at 5.30 p.m. 

A meeting of the Clinical Society of the Royal Eye Hospital will 
be held at the hospital on Wednesday, Feb. 20, at 5.30 p.m., when 
a talk will be given by Dr. Clifford Hoyle on ‘‘ Hypertensive and 
Arteriosclerotic Heart Disease.” 
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In all our early cases of this operation we assisted one another, and 
at intervals thereafter published the results we had obtained. 

The idea of writing a textbook on gynaecological surgery took 
shape in 1905, but the question of illustrations held it up as neither of 
us could afford the heavy expense of a professional artist. I there- 
fore had to teach myself to draw, and the process was a long one. 
The text was written conjointly between 9 p.m. and 2 a.m., and to 
keep us awake we consumed a bottle of old port at each sitting. 
The book appeared in 1911. Thereafter we collaborated in four 
other books, the last (in conjunction with Douglas Macieod) not 
long before the last war. 

From 1914 to 1918 we were the surgeons to the military branch 
of the Middlesex Hospital at Clacton-on-Sea. It was a first-line 
base hospital and over 10,000 wounded soldiers passed through our 
hands. It was necessary to carry on the teaching and surgical work 
at Middlesex and Chelsea Hospitals, so we arranged that each of 
us should spend half the week in London and half at Clacton. The 
half in London, when each of us did his own work and that of his 
colleague, was very strenuous. 

The record of his life’s work, even in epitome, is an amazing one, 
and it might be thought that the spending of so much energy on 
intensive labour would leave little room for the graces and pleasures 
of existence. But not at all; he possessed a native humour, a 
geniality, a toleration, and a kindness of heart which made him an 
ideal companion, and at any social gathering, private or public, 
where fun and good fellowship were cailed for he was a priceless 
asset. A bon viveur by nature and inheritance, joying in good com- 
pany, especially when it was intimate and gossipy, and possessing 
an intense relish for the pleasant things of life, he held with the 
poet that “laughter and the love of friends” were of all things 
the most worth winning. I with many other of his host of friends 
will remember with affectionate regret the dinners, perfect in sub- 
stance and service, that he used to give at his own house or at the 
Garrick, nor less those jovial suppers of perfect Stilton and audit 
ale which, at 2 a.m., succeeded several hours spent in hard literary 
work. 

In the last few years of his life domestic misfortune beset him; 
his house in Wimpole Street was badly damaged by a bomb, as 
likewise was the house he removed to and the office wherein he 
worked; and presently his health began to fail, and the death of 
his dearly loved wife was the final blow. Nevertheless, with in- 
domitable resolution he continued editing his journal and presiding 
over his Board, and undismayed carried on to the end. 

In paying this tribute to the life’s work of a very old and loved 
colleague and friend I cannot but think it teaches these two great 
lessons: first what enormous capability there is in unfaltering per- 
sistence—in 50 years I never saw Berkeley lounge or be idle, he 
was always doing something; and secondiy that time is much more 
spacious than most of us think, there being within it, if fully utilized, 
ample room for both great work and great play. 


W. E. THOMAS, M.D., J.P. 
Prof. Gi-pert I. STRACHAN sends the following appreciation: 


William Evans Thomas, who died at Porthcawl] on Jan. 20 in his 
83rd year, was a native of Bala in North Wales. Soon after gradua- 
tion at Edinburgh he settled in practice in the Rhondda Valley, 
where, at Ystrad Rhondda, he practised for almost sixty years. He 
was a keen clinician and kept well abreast of modern advances in 
his profession, so that his practice became one of the largest in 
the Rhondda Valley. In spite of this he found opportunity to take a 
leading part in public affairs, and much of his time and energy in this 
respect was devoted to the interests of the British Medical Associa- 
tion. He was at different periods honorary secretary and chair- 
man of the ~~ Glamorgan and Brecknock Division, twice presi- 
dent of the South Wales and Monmouthshire Branch, chairman of 
the Welsh Committee, and vice-chairman of the Welsh Contract 
Practice Committee. He was also a member of the Representative 
Body and for a number of years a member of Council. He was 
one of the original members of the Rhondda Urban District Council, 
also a member of the governing bodies of the Welsh National Tuber- 
culosis Association, of the National Museum of Wales, of the 
University College of South Wales and Monmouthshire, and of the 
Welsh National School of Medicine, as well as of the Board of 
Management of Cardiff Royal Infirmary. Twenty-five years ago he 
was appointed a Justice of the Peace. 

This sketch far from exhausts the many activities of this remark- 
abie man, who in private life was one of the most cheerful of com- 
panions, with an impish sense of humour and a perfect “ leg- 
puller,’ while he was an ideal host. “ W. E.,” as he was always 
known, had the keen-witted enthusiasm of his race; he was always 
angered at any example of injustice and was ready to fight at any 
time in the interests of the under-dog. A Welsh-speaking Welsh- 
man, he was intensely proud of his country, its achievements, its 
art, its culture, and its language; and as the best type of Welsh 
patriot he could always be reiied on to maintain the interests of 
gallant littke Wales. His busy life left him but little time for recrea- 


tion or sport, and he had small inclination in this direction; work 
was his mainstay, and many a summer “ holiday ’’ was spent at a 
B.M.A. Annual Meeting. 

The death of ‘“‘ W.E.”’ represents the snapping of still another of 
the few links that connect us with that generation of medical men, 
the old school, who almost grew up with the Welsh coalfields. They 
were a hardy and conscientious body of men, and their earlier days 
on foot or on horseback in all weathers were in marked contrast 
with the comfort of the latter-day motor-car. Dr. Thomas had the 
knack of appealing to younger men, with whom he kept constantly 
in touch, so that his range of acquaintance was enormous; in this 
way his passing creates a wide gap which it will be difficult to fill, 
and his absence will be felt by a wide circle far beyond his own 
generation. At the funeral at Glyn Taff Cemetery, Pontypridd, 
representatives of many public bodies, including the Welsh National 
School of Medicine, were present to pay their last respects. It was 
well said of him that few men had touched life at so many points 
as he had. 


ALFRED EDDOWES, M.D., M.R.C.P. 


Dr. Alfred Eddowes, who died on Jan. 15 at Woodford Green 
at the age of 95, joined the British Medical Association as long 
ago as 1875, and held office in the Section of Dermatology at 
three Annual Meetings—as secretary in 1901 at Cheltenham, 
as vice-president in 1910 in London, and as president in 1914 in 
Aberdeen. 

The son of a medical man, he was born at Poniesbury, Salop, 
and from Shrewsbury School went to the University of Edin- 
burgh, where he won a medal in physiology and graduated 
M.B., C.M. in 1873, taking the M.D. three years later. After 
postgraduate study in London at St. Bartholomew’s Hospital, 
and in Vienna, Hamburg, and Paris, Eddowes was resident 
medical officer at the Royal Salop Hospital for over four years. 
and then worked in general practice in his native county for 
eleven years. Coming to London he specialized in dermatology, 
took the M.R.C.P. in 1897, and became physician for skin 
cases at the West End Hospital for Nervous Diseases, and 
also physician to the skin department of St. George’s and 
St. James’s Dispensary and to the St. John’s Hospital for 
Diseases of the Skin in Leicester Square. Later he joined the 
staff of the Western Skin Hospital and was honorary derma- 
tologist to the Artistes’ Section of the Stage Guild. He was 
elected a corresponding member of the French Society of 
Dermatology and of the Italian Society of Dermatology and 
Syphilology. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In a Congregation held on Jan. 24 the following medical degrees 
were conferred : 
D.M.—D. Whitteridge. 


B.M., B.CH.—G. A. S. Lloyd, J. S. P. Rawlins, C. G. White, I. C. Todd, 
A. J. Ogg, R. P. C. Handfied-Jones (in absence). 


UNIVERSITY OF CAMBRIDGE 


The Trustees of the Nuffield Foundation have offered to the Univer- 
sity financial support for an investigation (under Prof. F. C. Bartlett 
at the Psychological Laboratory) on causes and results of ageing, 
dealing with characteristics and changes of human function which 
are associated with different age groups, with particular reference 
to adult groups. The grants that the Trustees have in mind are a 
non-recurrent one of £2,000 for initial capital outlay, and a recurrent 
grant of £6,000 a year for three years in the first instance, with the 
possibility of renewal for a period not exceeding three years, making 
six years in all. Should the whole of the grant not be expended in 
any year, the unexpended balance should be carried forward for use 
later in the grant period. 

The Cambridge University Reporter for Jan. 29 contains a report 
by the Council of the Senate on the establishment of a professorship 
of radiotherapeutics, and a report by the General Board on the con- 
stitution of a department of radiotherapeutics. The Faculty Board 
of Medicine has recommended unanimously that a professorship in 
this subject should be established for Dr. J. S. Mitchell, who was 

nedical officer in charge of the radiotherapeutic centre at Adden- 
brooke’s Hospital until he went to Canada on Government service 
in 1944. This recommendation is approved by the Council, which 
further recommends that the chair should be limited to one tenure 
and primarily assigned to the Faculty of Medicine, and that the 
professor shall not engage in private practice. The General Board 
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recommends that a department of radiotherapeutics be constituted 
and placed in the Faculty of Medicine, and that the head of this 
department be the professor of radiotherapeutics. If the University 
approves the proposed constitution Dr. Mitchell will work partly in 
Addenbrooke’s Hospital, in the post from which he had leave of 
absence, and partly in a university department to be equipped and 
maintained by the University. What the General Board now pro- 
poses is the second step in the development of a school of clinical 
research and postgraduate teaching along the lines described in an 
earlier report on the constitution of a department of experimental 
medicine. The opportunity to constitute a department of experi- 
mental medicine arose from the offer of the Medical Research Council 
to provide the whole stipend of Dr. R. A. McCance as professor 
of experimental medicine, whose department was set up in May, 1945. 

On the nomination of the Faculty Board of Medicine Prof. R. A. 
McCance has been appointed assessor to the Regius Professor of 
Physic for the year 1946. 

At a Congregation held on Jan. 25 the following medical degrees 
were conferred by proxy except on those whose names are marked 
with an asterisk : 

M.D.—J. F. Paterson. 

M.B., B.Cuir.—R. C. Allison, D. J. ap Simon, *J. C. Bayliss, W. Buckley, 
E. W. Deane, A. McK. Elliott, *A. E. Flatt, A. L. Furniss, J. Gloster, D. Hamilton, 
*J. Jordon, P. B. Kunkler, *P. A. Merton, P. D. Mort, H. G. Percy, *B. R. 


Pollard, J. W. T. Redfearn, *J. T. Rowling, C. C. D. Shute, E. B. G. Smith, 
R. H. Thomlinson, *P. Watson, *R. H. Wilkinson, C. J. Wilson. 


UNIVERSITY OF LONDON 


The headquarters staff of the University at Richmond College has 
now returned to the Senate House in Bloomsbury (tel.: Museum 
8000). The department of the superintendent of examinations and 
the publications department will remain at South Kensington until 
further notice. 

Mr. John B. Hunter, M.Ch., F.R.C.S., has been appointed as a 
representative of the Faculty of Medicine on the Senate for the 
remainder of the period 1942-6, in place of the late Sir Girling Ball. 
Mr. Hunter is succeeded by Dr. H. E. A. Boldero, F.R.C.P., as 
representative of the General Medical Schools on the Senate for the 
same period. 

Under the present regulations, applications for grants in aid of 
research are invited annually and are to be received at the University 
by March 31 in each year. it has now been decided that more 
frequent allocation is desirable, and the revised dates of application 
for grants from the Central Research Fund, the Dixon Fund, and 
the Thomas Smythe Hughes Medical Research Fund will now be 
March 31, July 31, and Nov. 30 in each year. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


The following candidates were successful at the recent Primary 
Fellowship examination conducted by the College: 

I. A. Alexander, M. Burdman, E. F. Chin, Daphne W. Chun, N. A. Cust, 
E. O. Dawson, A. N. B. Fitzhardinge, I. G. Graber, D. P. Greaves, F. J. Hedden, 
A. M. Khan, T. L. T. Lewis, R. J. Manekshaw, R. Nigam, N. K. Parikh, W. H. 
Power, D. B. Robertson, D. P. Robertson, G. P. A. Sechiari, Homa V-ol-M. 
Shaibany, D. H. Thompson, B. H. Wadia, R. W. E. Watts. 


SOCIETY OF APOTHECARIES OF LONDON 


Lord Moran, P.R.C.P., will deliver a lecture entitled ‘‘ Into Battle ”’ 
at Apothecaries’ Hall, Black Friars Lane, Queen Victoria Street, 
E.C., on Tuesday, March 12, at 8 p.m. Members of the medical 
profession and senior students are cordially invited to attend. 


The Services 


The following have been mentioned in dispatches in recognition 
of gallant and distinguished services in the field: Major (Temp.) R. 
Mackay, M.C., Capts. A. H. Weston and J. E. Wooding, R.A.M.C., 
and Capt. P. R. Das-Gupta, I.M.S. 

The Efficiency Decoration has been conferred upon the following 
officers of the Territorial Army: Lieut.-Col. (Temp. Col.) C. R. Croft, 
Majors (Temp. Licut.-Cols.) P. R. Mitchell, O.B.E., and H. G. 
Wimbush, and Capts. (Temp. Majors) G. S. Adams and G. T. Pitts, 
R.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 


Previously reported missing, now reported to have died on Feb. 15, 
1942, in Japanese hands.—Squad. Ldr. Eustatius William Barton 
Griffiths, R.A.F. Reserve. 

Died while a prisoner of war in Japanese hands.—Fl\. Lieut. 
Raymond George Blackledge, R.A.F.V.R. 

Died.—F\. Lieut. James Lawrence Connor, R.A.F.V.R. 

Died of wounds in India—Lieut. Austin Stuart Carruthers, 
R.A.M.C. 

Killed on Active Service with C.M.F., May, 1945.—Capt. Cecil 
Willoughby Richards, R.A.M.C. 


Medical Notes in Parliament 


Pneumoconiosis Investigations 


Mr. PETER FREEMAN suggested on Jan. 22 that the Minister 
of Fuel and Power should have a special inquiry made into the 
question of stone-dusting and coal-dust problems in connexion 
with coal-cutting and conveying machines underground, with 
reference to the effects of both kinds of dust upon miners’ 
lungs and as contributory causes of lung diseases. Mr. SHINWELL 
said measures to reduce dust in coal mines were already the 
subject of investigation and action by the industry and by the 
Inspectors of Mines. Though he was satisfied that much pro- 
gress was being made, particularly in South Wales, this would 
have to be accelerated. In addition a joint committee, composed 
of representatives of his Department and the Medical Research 
Council, was assisting a research unit in South Wales dealing 
with the cause, treatment, and prevention of pneumoconiosis. 
There had been an increase in the incidence of lung diseases 
among miners, but this was not attributable to stone dust. 


Research in Atomic Energy 


Mr. ATTLEE announced on Jan. 29 that Lord Portal of 
Hungerford had been appointed as head of an organization for 
production of fissile material for use in research into and 
experiments with atomic energy. Prof. J. D. Cockcroft had been 
selected for the post of director of the atomic research station 
at Harwell, near Didcot. On Jan. 31 Mr. Attlee added that the 
Government intended research and production should be carried 
on in this country on a scale sufficient for the development of 
atomic energy in co-operation with other nations. He could 
not estimate when any stated rate of output of the material 
would be achieved. 


Discussions by the Minister of Health 


On Jan. 31 Sir HENRY Morris-Jones asked Mr. Bevan why, 
in his recent interview with some representatives of local 
authorities concerning his proposals for hospital administration 
in his forthcoming National Health Bill, they were forbidden by 
him to consult their associations or to divulge his proposals. 
Mr. BEVAN replied that the Government’s proposals for a 
National Health Service would be published in the proper 
manner, by the submission of a Bill to Parliament. Before 
settling final details of that Bill he was seeking advice on 
various points from expert representatives from local govern- 
ment and other fields. He did not ask them to commit the 
local authorities or other bodies to any particular proposal. 
His discussions with them must obviously be confidential. 


Medical News 


The following radiological meetings are announced: Thursday, 
Feb. 14, at 8 p.m., at British Institute of Radiology (32, Welbeck 
Street, W.), Dr. L. G. Blair, ‘‘ Interpretation of Children’s Chest 
X-rays.” Friday, Feb. 15, at 2.30 p.m., at Royal College of Sur- 
geons of England (Lincoln’s Inn Fields, W.C.), Diagnostic Section 
of Faculty of Radiologists, Dr. E. Rohan Williams and Mr. Leonard 
G. Phillips, ‘‘ The Value of Antenatal Radiological Pelvimetry,” 
followed by a discussion to be opened by Mr. Aleck W. Bourne. 
Friday, Feb. 15, at 8 p.m., Radiology Section of. Royal Society of 
Medicine at 1, Wimpole Street, W., discussion on “* The Radiotherapy 
of Brain Tumours.” 

The Association of Scientific Workers, in co-operation with kindred 
organizations, has arranged a conference on ‘ Science and the Wel- 
fare of Mankind” to be held at the Beaver Hall, Garlick Hill, 
London, E.C.4, on Friday, Feb. 15, at 7 p.m. (chairman, Sir Robert 
Robinson, P.R.S.), Feb. 16 at 2.30 p.m. (chairman, Sir Richard 
Gregory, F.R.S.), and Feb. 17 at 10 a.m. (chairman, Prof. A. V. Hill, 
F.R.S.) and 2.30 p.m. (chairman, Sir Robert Watson-Watt, F.R.S.). 
The subjects of the four sessions are science and world needs, impli- 
cations of recent scientific development, the responsibilities of 
scientists in modern society, and the organization of science. In- 
quiries should be sent to the Association of Scientific Workers, 73, 
High Holborn, W.C.1 (telephone, Chancery 5607). 

Dr. Geoffrey Evans will read a paper on “ Physical Methods in 
the Treatment of so-called Psychosomatic States” before the 
British Association of Physical Medicine at 11, Chandos Street, W., 
on Wednesday, Feb. 20, at 5.30 p.m. 

A meeting of the Clinical Society of the Royal Eye Hospital will 
be held at the hospital on Wednesday, Feb. 20, at 5.30 p.m., when 
a talk will be given by Dr. Clifford Hoyle on ‘‘ Hypertensive and 
Arteriosclerotic Heart Disease.” 
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The following Chadwick Public Lectures have been arranged: 
Feb. 19, 2.30 p.m., at Royal Society of Tropical Medicine, 26, 
Portland Place, W., Dr. A. G. G. Thompson, “‘ Land Utilization in 
Relation to the Public Health”; March 5, 4.30 p.m., at University 
of Sheffield, Dr. S. A. Henry, 5 Medical Service in Industry ’”’; 
May 7, 2.30 p.m., at Caxton Hall, Westminster, Major Eyre Carter, 
** The Rehabilitation of Stateless Persons and its Hygienic Bearings ”’ ; 
June 20, 4 p.m., at Chelsea Physic Garden, Swan Walk, S.W., Dr. 
Eilen Delf, ** Plants in the Service of Mankind.’ Admission to the 
lectures is free, and further particulars may be had from the secre- 
tary of the Chadwick Trust, 204, Abbey House, Westminster, S.W.1. 

The Microbiological Panel of the Food Group of the Society of 
Chemical Industry will meet on Wednesday, Feb. 20, at 6.30 p.m. 
in the rooms of the Chemical Society, Buriington House, Piccadilly, 


No. 3 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Jan. 19. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern ireland 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

dash — denotes no cases; a blank space denotes diserse not notifiable or 
no return available. 


1946 1945 (Corresponding Week) 


W.1, when Mr. S. E. Jacobs, Ph.D., will read a paper on some Disease 
aspects of disinfection. Members may introduce friends in person. 
b d) | b d 
The London Industrial Groups of the Royal Society for the Pre- | | @ (c) | ¢ )| ©) 
vention of Accidents has arranged 2 one-day conference with a view Cerebrospinalfever  .. 62 6 44 2 2 77 5| 2; 3} «(ot 
to encouraging the practical application of the findings of research. Deaths ee ee 3 4 — 
It will open at Caxton Hall, Westminster, at 10 a.m. on Monday, Diphtheria .. | 4781 41] 135] 63] 2 518, 133) 15 
Feb. 25. Dr. R. S. F. Schilling will speak on the work of the Deaths | | 12 —| 
Industrial Health Research Board, Mr. H. C. Weston on lighting > eel Stake 
and vision in relation to accidents, Mr. Eric Farmer on the human *| 
factor in accidents, and Dr. T. Bedford on heating and ventilation —|—__}|___ 
in relation to accidents. The conference fee, including buffet 
luncheon, tea, and copy of printed proceedings, is 15s. for each 
delegate, payable to the Royal Society for the Prevention of Acci- - ee ee 
dents; it should be sent to the chairman, London Industrial Co- 63) 11) 4 34, 12) 3 
ordinating Committee, 52, Grosvenor Gardens, S.W.1. 
A series of lectures will be given at the Royal Institute of Pubiic  Infective enteritis or 
Health and Hygiene (28, Portland Place, W.) on Wednesdays, at — under 2 ‘ sal 
3.30 p.m., from Feb. 27 to April 10, both dates inclusive. Details Deaths 61 s| 4) 101 1 so 
will be published in the diary column of the Supplement week by 
week. Measlest «+ | 726) 109} 105} 112} 12,054] 290| 576, 25) 182 
Deaths 1] — - 16) — 
Ophthalmia neonatorum 51 4 9—|]— Si) 2} 18) — 1 
EPIDEMIOLOGICAL NOTES Deaths ; 


In England and Wales infectious diseases were less prevalent 
than in the preceding week. Acute pneumonia was lower in 
incidence by 135 cases, measles by 51, diphtheria by 47, scarlet 
fever by 24. The only rises were 61 for whooping-cough, and 
27 for dysentery. 

Only very small changes occurred in the local returns of 
scarlet fever. The largest variations in the incidence of measles 
were increases of 28 in Suffolk and 23 in London, and a decrease 
in Durham of 25. A rise in the notifications of whooping-cough 
was recorded in several counties, including Yorks West Riding 
43 more, London 26, Norfolk 26, Warwickshire 25, and Kent 
24: the largest fall was Southampton 34. Diphtheria incidence 
fell in Durham by 17, Northamptonshire by 14, and Glamorgan- 
shire by 13, and rose in Northumberland by 15. 

An outbreak of dysentery involving 38 persons was reported 
from Peterborough R.D. A further 114 cases were notified in 
Leicestershire, bringing the total cases of dysentery in this 
county during the past four weeks to 528. Inthe three preceding 
weeks the outbreak was confined to the Melton Mowbray 
district, but another centre of infection appeared during the 
week and the returns were Melton Mowbray U.D. 54, Melton 
and Belvoir R.D. 26, Leicester C.B. 34. The other large returns 
were Lancashire 58, Yorks West Riding 32, London 20, 
Northumberland 20, Essex 12, Warwickshire 10, Surrey 10. 

Peripheral neuritis has been reported at Rhuddlan, Flintshire, 
where about 30 persons have been hospitalized with paralysis, 
mainly in the feet and legs. Other cases heve been recorded in 
the Merseyside district as far apart as Bebington, Port Sunlight, 
Birkenhead, and Wallasey. 

In Scotland the chief feature of the returns was the large 
increase in dysentery, from 37 to 75; the main centres of in- 
fection were Glasgow (20 cases), Lanark County (11), Dundee 
(11). An increase of 12 in the notifications of cerebrospinal 
fever was reported from Glasgow. Oither infectious diseases 
were less prevalent, the falls being: measles 51, diphtheria 22, 
and whooping-cough by 23. 

In Eire measles notifications fell by 41, diphtheria by 13, 
and whooping-cough by 23. 

In Northern Ireland the notifications of diphtheria rose by 
16 cases to a total of 28, the highest level of recent months. 
Scarlet fever was higher by 11 cases. 


Week Ending January 26 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,420, whooping-cough 
1,329, diphtheria 428, measles 907, acute pneumonia 1,450, 
cerebrosp.nal fever 76, dysentery 358, paratyphoid 3, typhoid 1. 
Influenza was responsible for 273 deaths in the great towns, the 
largest weekly total since the outbreak in the autumn of 1943. 


Smallpox 


Pneumonia, influenzal .. | 1,310) 85} 85; 10) 11} 1,399! 77) 14) 8] 13 
Deaths (from influ- 
enza)t 174) 23) 30 3 6 56 6 3} 


Pneumonia, 510} 22 344) 32 
Deaths 73 16; 20 92 21; 23 


acute | — 
Deaths 


| 
| 
| 


Poliomyelitis, acute .. 6 
Deaths 


| 
- 


Puerperal fever . . 3 
Deaths 


Deaths me 1 


Deaths 


Scarlet fever 


36] 1,564) 73) 245) 15) 42 
Deaths — — 1 2 


Deaths | 
Typhoid fever .. | 3 
| 


Deaths 


Typhus fever 
Deaths 


Whooping- 
Deaths 
Deaths (0- 458] 62) 65; 32; 21 494, 48) § 3; 27 
Infant mortality rate 
(per 1,000 live births) 


117, 79) 19) 10] 1,785) 50 190} 20 
12} “4! 


Deaths (excluding still- 

births) 6,152} 971] 232) 185) 
Annual death rate (per 

1,000 persons living) 18-8) 14-9 


6,792) 1,008) 802) 372) 233 


6,864)1091) 738) 273) 171 


Live births 6,778) 728) 802) 264 


Annual rate per 1 ,000 


persons living 23-8 16-0, 23-2 
Stillbirths 37| 25 221; 16) 29 
Rate per 1,000 total 
births (including 
stillborn) .. 30 35 


* Includes cases since November, 1944. 

+ Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Includes primary form for atead and Wales, London (administrative 
county), and Northern Ireland. 

§ Includes puerperal fever for England and Wales and Eire. 

Imported. 
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Letters, Notes, and Answers 


All communications with regard to editorial business should be addressed to THE 
EDITOR, BRriTIisH MepicaL JouRNAL, B.M.A. House, TavisTOCK SQuaRE, 
LonpoN, W.C.1. TELEPHONE: EUSTON 2111. TELEGRAMS: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 
TELEPHONE: EUSTON 2111. TeLeGRAMS: Articulate Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to, the SECRETARY of the 
= TELEPHONE: EUSTON 2111. TELEGRAMS: Medisecra Westcent, 

ondon, 

B.M.A. Scottish OFFice: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 
Masturbation in Children 


Q.—How should one tackle the problem of masturbation in 
children? A working-class mother said of her daughter (aged 7) : 
“ She always plays with herself at night. I can’t get her out of it.” 
1 have met many similar cases. What should one say or do? 


A.—To give instructions for a specific case is difficult, for the 
causes of such a condition are many and yariable, and we can 
suggest only the most common. 

Physical—Apart from any gross physical irritation, a common 
reason for masturbation in such a child is intestinal toxaemia with 
acid urine producing enough local irritation to cause the trouble. 
Attention to the bowels and giving barley-water may assist. 

Psychological.—Any child may tend to be auto-erotic: (a) because 
it has been overstimulated sensuously as 2 young child; (6) because 
it has felt unhappy or that it is unloved, and finds solace in this 
way; (c) because it may find the world of reality too difficult, and 
therefore tends to return to infantile sensuousness as an escape from 
reality, and in its masturbation lives in a world of fantasy. It is 
obvious that in none of these cases is punishment cailed for: it may 
correct the habit in case (a), but it will make the child worse if 
(5) or (c) applies. Nor should the child be threatened, for if it is, 
and yet cannot help masturbating, it may develop an anxiety 
neurosis from fear of consequences, with night terrors—a common 
cause of such fears. Indeed, the child’s attention should not be 
called to the condition at all. On the positive side, love and affec- 
tion, help and encouragement over its difficulties in life, are im- 
portant; so is encouragement to work with plasticine, to knit and 
to make things—that is to say, use of the hands in positive creative 
work rather than their use for sensuous pleasure alone. The mother 
should, of course, be told not to believe the old wives’ stories about 
the awful consequences of masturbation, and therefore make the 
child worse by her anxiety. Masturbation is psychologically undesir- 
able, as it is a signal of emotional disturbance, but not a disaster: 
more harm can be done by worry, anxiety, and threats than by 
neglect. 

Pills for Sea-sickness 


Q.—What is the composition of the U.S. Army’s ‘ motion- 
sickness pill’? Can the formula of this wartime secret now be 
divulged ? 

A.—The composition of the U.S. Army’s motion-sickness pill does 
not appear to have been disclosed. It can provisionally be assumed, 
however, tnat, as in the case of the corresponding British and 
German remedies, the essential ingredient is hyoscine, 1/100 gr. 
(0.65 mg.). Various adjuvants have been tried, such as vitamin B,, 
but it is doubtful if they make any material difference. 


Marriage and Dysmenorrhoea 


Q.—An unmarried girl of 22 complains of severe attacks of 
dysmenorrhoea. First the pain was severe and mild in rotation, 
now the pains are irregular in severity. The patient has had a com- 
paratively sedentary occupation in the Forces, but off duty she leads 
an active outdoor life. When she has visited her fiancé pain has 
been minimal. I have always understood that dysmenorrhoea tends 
to disappear after marriage. Is this dependent on the stretching of 
the tissues after labour, or does it result, as the above case would 
seem to suggest, from sexual stimulation? Would a hormone 
preparation help ? 


A.—The erratic appearance of the pain makes it fairly certain that 
there is not a local organic cause for it and, as in many cases of 
dysmenorrhoea, some psychological or environmental factor is most 
likely to blame. On such a basis several adequate explanations 
could be put forward, and. there seems no need to postulate an 
underlying endocrine disturbance. Separation from her fiancé with 
its attendant anxieties and nervous strain, doubts and fears often 
groundless but natural in lovers, unhappiness for one reason or 


another, uncongenial work, etc., all might give this girl dysmenor- 
rhoea, and the intensity of the pain would vary according to her 
circumstances and state of mind at the time. Pelvic congestion due 
to roused but ungratified sexual feelings might also play a part. 
Such factors would cease to operate when the girl met her fiancé 
and painless menstruation might follow. It is tempting to inqwire 
whether coitus took place when they met. No form of endocrine 
therapy is likely to help. Early marriage, a settled home life with 
physical and mental contentment, seems the right answer. Mean- 
while, however, regular physical exercise and the full and proper 
employment of leisure should help. 

Dysmenorrhoea does tend to improve with marriage, but more 
especially with childbearing. The latter has a good effect particu- 
larly in cases of spasmodic dysmenorrhoea when the pain is related 
to uterine contractions (? incoordinate). Pregnancy fm itself perhaps 
plays a part by altering the vascularity, development, and arrange- 
ment of the musculature, but the dilatation of the cervix during 
labour is probably more important in determining co-ordinate 
muscuiar action thereafter. As indicated above, marriage acts 
mainly by ensuring a settled and contented mind after the period 
of emotional strain associated with “ engagement.” Other mechan- 
isms may also operate. A full sex life may increase the blood 
supply to the uterus and minimize ischaemia, which is believed to 
be a pain-producing factor. Or the practice of regular coitus may 
reduce the pelvic congestion resulting from sexual stimulation with- 
out satisfaction which attends prolonged courtship. It follows that 
marriage does not always relieve dysmenorrhoea, and under some 
circumstances it may precipitate it in a girl whose periods have 
previously been painless. This may happen if the marriage lacks 
harmony or introduces anxiety of any kind, if there is dyspareunia 
or failure to achieve sexual satisfaction on the woman's part, etc. 


Acne Vulgaris 


Q.—An otherwise healthy married woman of 22 has for several 
years had pimples on her face. Could the underlying cause be some 
female hormonal imbalance? Recently, during pregnancy, her skin 
became unusually clear. The pimples, however, returned soon after 
the pregnancy had ended in an accidental abortion. Would endocrine 
therapy be of any value ? 


A.—Acne vulgaris, as described above, requires the operation c! 
at least two complementary factors—the age-endocrine factor and a 
seborrhoeic make-up. In same cases endocrine therapy has been 
used with success, but it may still be considered in the experimental 
stage. For treatment of the skin a 1% suiphur cream is a safe 
and usualiy efficient application. 


Delayed Resolution after Pneumonia 


Q.—Is there any treatment for delayed resolution after acute 
lobar pneumonia? Is physiotherapy of any use? Is delayed resolu- 
tion more apt to occur with the use of sulphathiazole as compared 
with sulphapyridine ? 

A.—Delayed resolution after acute pneumonia is frequently due 
to obstruction of the bronchi and to small collections of pus in the 
pleura, which shouid be dealt with without delay. That due purely 
io the failure of the exudate in the alveoli to become liquefied and 
absorbed is relatively uncommon. If recognized early a further full 
course of sulphonamides, or penicillin if the organism is penicillin- 
sensitive, should be given. As soon as the patient’s condition per- 
mits it breathing exercises designed to promote basal expansion 
should be started. Short-wave therapy has been recommended and 
can be tried, but has usually given disappointing results. 

There is no real evidence that delayed resolution is more common 
with the use of sulphathiazole as compared with sulphapyridine if 
the former is used correctly. 


Fatal Dyspnoea in a Child 


Q.—A boy of 3 years was brought to hospital in great respiratory 
distress, which came on suddenly while he was quietly playing a few 
hours before. He was cyanosed, and the expiratory efforts appeared 
to be greater than the inspiratory. Clinical examination revealed no 
helpful feature; the child was afebrile. Thé chest was normal on 
x-ray examination. Antidiphtheritic serum was given. Tracheotomy 
reduced the respiratory rate from 54 to 26. Antispasmodics had 
no effect. The child died in coma and profound respiratory distress 
some 48 hours after admission. Necropsy revealed only a congested 
tracheal mucosa, with some mucopus, probably terminal, in the 
larger bronchi. I am completely at a loss for a diagnosis. 


A.—The sudden onset of dyspnoea in a previously healthy chiid 
suggests either an allergic reaction of an asthmatic type or inhalation 
of a foreign body. The asthmatic attack usually passes off fairly 
quickly, and a foreign body would be revealed at operation or 
necropsy. The post-mortem finding of mucosal congestion in the 
trachea and mucopus in the bronchioles suggests an infective condi- 
tion. Laryngeal diphtheria is unlikely—membrane would have been 
found and the onset would be much less acute. Acute laryngitis 
with oedema due to infection with H. influenzae has been described 
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in the American literature, and may end fatally in a few days; 
blood culture yields a pure growth of the organism. Other pathogens 
which may be associated with this condition are the haemolytic 
streptococcus and the pneumococcus. Many pathologists are 
peculiarly averse to taking material for bacteriological examination 
atenecropsy. If this had been done the cause of the laryngeal 
obstruction might have been revealed. The absence of fever does 
not rule out a diagnosis of acute infection if the child was in a 
collapsed state. The possibility of some chemical poisoning must 
also be kept in mind, although there does not seem to be anything 
in the history to suggest this. 


Nicotinic Acid in Coronary Disease 

Q.—What value can be placed on nicotinic acid in the treatment 
of coronary disease? Has it any beneficial action beyond that of 
vasodilatation ? 

A.—Nicotinic acid has recently been used with a view to causing 
dilatation of the coronary arteries. Further than that, it probably 
has no effect on the heart. How far this is of real clinical benefit 
is somewhat doubtful; reports so far have been rather contradictory. 
It must be remembered that the nature of the disease in the coronary 
arteries in some cases precludes much prospect of vasodilatation. 
Nicotinic acid can be given by injection, but, as the administration 
must be continuous, and even then the effect is only short-lived, 
probably the most effective way is to give it by mouth. 


Treating Minors for V.D. 

Q.—The problem of handling V.D. cases in minors raises difficul- 
ties from time to time. Suppose, for example, a girl aged 15 years 
reporting at a V.D. clinic is found to be leading an immoral life, 
should the medical officer treat her for V.D. in absolute confidence, 
or should he, in view of her age, inform the parents (a) of her 
immorai ways, or (b) if she should default during the contagious 
Stage of the disease? Can the medical officer be held legally 
responsible for breaking confidence with his patient? Would you 
adopt a uniform policy in all such cases? 

A.—lIn such a case as that described the medical officer (of a 
V.D. treatment centre) is torn between two loyalties—one to the 
patient and the other to the public, including the parents. Strictly 
according to the terms of his appointment he is not allowed to 
divulge any information concerning the patient; his best plan is to 
invoke the help of a lady almoner or a social service worker, who 
will take the girl in hand and usually be able to persuade her to 
give permission for her parents to be told, or to return for treat- 
ment if she has defaulted. Defaulting nowadays is of less import- 
ance from the public health point of view than formerly, since even 
one injection of penicillin usually rapidiy renders the patient non- 
contagious. Frequently it is possible to discover the name and 
address of the person by whom the patient was infected, or of 
person(s) infected by the patient, in which case notification can be 
made to the appropriate medical officer of. health, who will take 
action under Regulation 33B. Legally, if the medical officer informed 
the parents he would lay himself open to an action for libel or 
slander, but in our opinion no court would convict him if he could 
prove he acted in good faith, without malice, and in the interests 
of the pubiic health and of the patient. It is quite impossible to 
recommend a uniform policy in such cases. So much depends on 
various factors: whether the girl is living at home or not, whether 
she is a real “bad hat” or just weak, whether she is a prostitute 
or merely an “enthusiastic amateur.”” Persuasion and tact will 
usually be effective, and a lady almoner will often succeed where a 
medical officer fails. 

Gout and Pernicious Anaemia 

Q.—May I have advice on a case of pernicious anaemia com- 
plicated by gout. The patient is a man of 55 who has been taking 
liver injections every four weeks or so. In the last few months he 
has developed gout. Could this attack of gout be due to the liver 
injections? If so, how should a combination of these two diseases 
be treated ? 

A.—The association between pernicious anaemia and gout appears 
to be too frequent tg be explained by mere coincidence. It has 
been more often noted since the introduction of liver treatment, and 
particularly since the introduction of parenteral therapy. Injection 
of liver extract may provoke attacks in two ways. At the beginning 
of treatment the regeneration of the blood is associated with an 
increased production of uric acid, which may be a factor in the 
attack. During maintenance treatment, however, the action is non- 
specific. In the gouty subject a variety of substances will provoke 
attacks when injected subcutaneously, including salyrgan, ergotamine 
tartrate, and vitamin B,. Intramuscular extract of liver must be 
included in the same category. This can be compared with the 
effect of trauma in inducing attacks of gout. If in the present 
patient an exacerbation of the gout always follows within 24 to 48 
hours of an injection it might be wise to change to oral therapy. 
If this is not the case, then parenteral liver therapy should be con- 
tinued unchanged and the gout should be treated independently with 
colchicine and the usual ancillary measures. 


Chronic Glaucoma 


Q.—What, briefly, is the modern view of the aetiology of chronic 
glaucoma ? 


A.—Usually chronic glaucoma follows the acute stage, with the 
proviso that glaucoma simplex may have no recognizable acute 
period. The causes of the chronic type are, therefore, those of the 
acute. There is much controversy on the subject; in fact, one of 
the most recently published textbooks frankly admits that the cause 
of glaucoma is unknown. In general it may be said that glaucoma 
is due to an upset in the balance between the production and 
elimination of the intraocular fluid. This may occur in many ways, 
varying from a restriction of the filtration angle of the anterior 
chamber to an alteration in the physical composition of the 
aqueous. In secondary glaucoma the cause is often more apparent 
—e.g., iritis—and in some respects differs from primary glaucoma. 


LETTERS, NOTES, ETC. 


The Nation’s Health in General Practice 


Dr. F. M. SANDForD (West Wickham) writes: With regard to 
Dr. Holden’s report to the Croydon Council on the health of the 
nation, it is possible that my observations since my return to 
practice of two types of illness may be of some interest. I refer 
to (1) asthma in infancy and (2) spontaneous abortion. Both of 
these conditions were relatively rare in a large mixed general practice 
in this neighbourhood prior to 1940; the incidence averaged one 
per annum. Since my return, although my practice is about half 
its original size, I have encountered six asthmatic children and four 
cases of spontaneous abortion in fifteen weeks. I would suggest 
that in the asthmatic chiid there is a marked decreased resistance 
to upper respiratory infections in an already allergic child. As 
regards spontaneous abortion I must confess that the scientific ex- 
planation escapes me in this condition, but I have a vague feeling 
that there is a nutritional shortage or imbalance which prevents a 
firm implantation of the ovum. 


Telling the Patient 


Mr. J. H. Bapcocx (Mandeville, Jamaica) writes: With~reference 
to the recent correspondence on this subject an incident which 
occurred in my practice is worth recording. A man, always nervous 
about himseif, had some gum trouble and was referred to a 
bacteriologist for examination as to the possible cause. I forget 
what the findings were, except that they were not of serious import. 
They were duly discussed with the patient, and at his request he was 
allowed to take away the report giving the names of the yarious 
organisms found, sounding doubtless formidable enough to a Jayman. 
A day or two later he committed suicide. One cannot be too careful 
about what one tells a patient and how one tells it. 


Weil’s Disease 


Mr. A. D. Garpner and Dr. J. A. H. Wy te write from the Sir 
William Dunn School of Pathology, Oxford: We should be greatly 
obliged if all clinical bacteriologists who have been carrying out the 
serological diagnosis of Weil’s disease would let us know: how 
many cases they have diagnosed during the years 1940 to 1945, and 
(if quite easy) the number of sera they have tested for this purpose. 


Tribute to a Printer 


Mr. F. A. Turner, who worked for us for 26 years, has gone into 
well-earned retirement, and we are sorry indeed to lose him. He 
came to our type-setting room with long experience behind him, 
and on the death of Mr. Brunette, who had succeeded the late 
Mr. Lapworth, he stepped into the responsible post of head printer 
(or foreman compositor as it is known in the industry). It was his 
task to put into practice week by week the typographical reform 
carried out at the end of 1936 under Mr. Stanley Morison’s 
guidance. When the whole printing of the British Medical Journal 
was transferred to Messrs. Eyre and Spottiswoode he moved with 
it but paid regular visits to B.M.A. House. Enemy bombs in May, 
1941, destroyed the last of Eyre and Spottiswoode’s three works in 
and near Fetter Lane; at a few hours’ notice Mr. Turner and his 
team were at the Temple Press in Clerkenweil, and that week’s 
number came out on time. In July, 1941, our printing was trans- 
ferred to safer quarters at St. Albans, where Mr. Turner continued 
to work for the Journal in the employ of Messrs. Fisher, Knight and 
Co. His good craftsmanship and ready resource have never failed. 
Tribute was paid to his faithful service at last week’s Council 
mecting 

Correction 


A slip at the printers’ caused the initials of Dr. L. P. Le Quesne 
to be wrongly printed at the head of his article on “* Bacteriology 
of Septic Fingers ” in last week’s Journal at page 163. 
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LONDON SATURDAY FEBRUARY 9 1946 


British Medical Association 


PROCEEDINGS 


OF COUNCIL 


Wednesday, Jan. 30, 1946 


A meeting of the Council of the Association was held on 
Wednesday, Jan. 30, with Dr. H. Guy Dain in the chair. 

The Council heard with regret of the death of an old mem- 
ber, Dr. W. E. Thomas, of Ystrad Rhondda, and a resolution 
of condolence was passed. 

Congratulations were tendered to 109 members of the 
Association whose names appeared in the recent Honours List. 


Representative Meeting 


It was agreed that the Annual Representative Meeting should 
be held on Tuesday, July 23, and following days. 

A letter was before the Council from the Winchester Division 
suggesting an amendment of the procedure of the Representative 
Body whereby, in order to overcome the congestion of business, 
the bulk of the agenda should be dealt with by committees of 
that body constituted ad hoc and sitting simultaneously, report- 
ing afterwards to plenary sessions. It was admitted that although 
these suggestions had been circulated to other Divisions they 
had received little support. The Council decided to take no 


initiative in such a matter, but to leave it to the Representative: 


Body to decide—as it could do at the outset of any meeting, 
annual or special—what arrangements it should make for the 
conduct of its business, whether by committee machinery or in 
the ordinary way. 


The Proposed National Health Service 


The Chairman said that early in January the Negotiating 
Committee met the Minister of Health at his invitation. It 
appeared that at about the same time he was having interviews 
with other bodies interested, including representatives of the 
Trades Union Congress, the local authorities, and hospitals. 
The Minister outlined what he was proposing to put into the 
Bill. The proposals as set out were considered by the Negotia- 
ting Committee and were found to contain a number of points 
on which further information was desired. A set of questions 
was accordingly drawn up and addressed to the Minister. The 
answer to these questions had now been received and the 
Negotiating Committee was meeting on Jan. 31 to consider the 
replies it should make. An endeavour would then be made to 
ascertain to what extent the Minister was prepared to modify 
his proposals before he introduced the Bill. 

It was proposed that a special meeting of the Council be 
called for Feb. 20 for the express purpose of considering this 
new situation in the light of the knowledge then available. 
The whole question of the new service was, of course, con- 
tingent upon the willingness of the profession to accept, and this 
was understood by the Minister and his officers. The Negotia- 
ting Committee was bound by the principles laid down by the 
Representative Body. It was agreed that a special Council 
meeting be called for Feb. 20, and a number of items on the 
present agenda were referred to it, including a report by the 
General Practice Committee giving concrete proposals for the 
safeguarding of private practice in a comprehensive service, a 
number of resolutions from Branches and Divisions concerning 
the buying and selling of practices, and recommendations by 
the Insurance Acts Committee on an emergency guarantee fund. 


Public Relations 


Dr. Dain presented a report of the Public Relations Com- 
mittee, which, among other matters, referred to the organization 
and development of the Public Relations Department, including 
the building up of an intelligence and information section where 
information on general medical and scientific subjects would be 
readily available to the Press. 

Dr. S. Wand pleaded for a more positive approach by the 
medical profession in general to the national health proposals 
instead of the merely negative approach too often heard ‘to the 
effect that the medical profession did not want this or that. It 
was important to make the public understand that the profession 
was in favour of an improved national service and that the 
principles on which it insisted were, in its view, for the good 
of the public as well as of the profession. Dr. R. W. Cockshut 
commented on the improvement in the public relations work 
of the Association in recent years. The relations with the public 
and the Press were now incomparably better than formerly. 
A great deal of well-informed support for the medical point of 
view was put forward in the more responsible journals. 


Organization 


The Chairman of the Council was authorized to forward 
suitable letters to Dr. C. Ede (Wiltshire Branch) and 
Dr. W. J. E. Lupton (Oxford Division), honorary secretaries 
who had recently relinquished office and whose services 
were considered by the Council to be deserving of special 
recognition. 

It was announced that a conference of honorary secretaries 
would be held on April 4. This was one of the events of the 
Annual Meeting in pre-war days, and the last one was held 
at Aberdeen in 1939. 

Dr. J. A. Pridham, chairman of the Organization Committee, 
said that a letter had been received from the honorary medical 
secretary of the Medical Association of South Africa concern- 
ing the furtherance of the proposals for the affiliation of the 
parent Association with the South African body. The letter 
concluded: ‘“ The president directs me to thank you most sin- 
cerely for the very sympathetic way in which you have handled 
this problem and to assure you that we shall do all in our power 
to make affiliation a real link between us.” 

He also reported that the Committee, after consulting the 
members in the areas concerned, had formed the Merioneth- 
shire and Montgomeryshire Division, had discontinued the 
South Caernarvonshire and Merioneth Division, and had 
extended the area of the North Caernarvon and Anglesey 
Division to make it conterminous with that of the two counties 
of Caernarvon and Anglesey. dropping the word “ North” from 
the name. 


New Appointments to Association Staff 


After interviewing three candidates recommended by the 
Scottish Committee the Council appointed Dr. E. R. C. Walker 
of Aberdeen to the Scottish Secretaryship of the Association 
in succession to Dr. Craig. It was reported that 62 applications 
had been received in response to the advertisement, and the 
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in the American literature, and may end fatally in a few days; 
blood culture yields a pure growth of the organism. Other pathogens 
which may be associated with this condition are the haemolytic 
streptococcus and the pneumococcus. Many pathologists are 
peculiarly averse to taking material for bacteriological examination 
atenecropsy. If this had been done the cause of the laryngeal 
obstruction might have been revealed. The absence of fever does 
not rule out a diagnosis of acute infection if the child was in a 
collapsed state. The possibility of some chemical poisoning must 
also be kept in mind, although there does not seem to be anything 
in the history to suggest this. 


Nicotinic Acid in Coronary Disease 

Q.—What value can be placed on nicotinic acid in the treatment 
of coronary disease? Has it any beneficial action beyond that of 
vasodilatation ? 

A.—Nicotinic acid has recently been used with a view to causing 
dilatation of the coronary arteries. Further than that, it probably 
has no effect on the heart. How far this is of real clinical benefit 
is somewhat doubtful; reports so far have been rather contradictory. 
It must be remembered that the nature of the disease in the coronary 
arteries in some cases precludes much prospect of vasodilatation. 
Nicotinic acid can be given by injection, but, as the administration 
must be continuous, and even then the effect is only short-lived, 
probably the most effective way is to give it by mouth. 


Treating Minors for V.D. 

Q.—The problem of handling V.D. cases in minors raises difficul- 
ties from time to time. Suppose, for example, a girl aged 15 years 
reporting at a V.D. clinic is found to be leading an immoral life, 
should the medical officer treat her for V.D. in absolute confidence, 
or should he, in view of her age, inform the parents (a) of her 
immorai ways, or (b) if she should default during the contagious 
stage of the disease? Can the medical officer be held legally 
responsible for breaking confidence with his patient? Would you 
adopt a uniform policy in all such cases ? 

A.—In such a case as that described the medical officer (of a 
V.D. treatment centre) is torn between two loyalties—one to the 
patient and the other to the public, including the parents. Strictly 
according to the terms of his appointment he is not allowed to 
divulge any information concerning the patient; his best plan is to 
invoke the help of a lady almoner or a social service worker, who 
will take the girl in hand and usually be able to persuade her to 
give permission for her parents to be told, or to return for treat- 
ment if she has defaulted. Defaulting nowadays is of less import- 
ance from the public health point of view than formerly, since even 
one injection of penicillin usually rapidiy renders the patient non- 
contagious. Frequently it is possible to discover the name and 
address of the person by whom the patient was infected, or of 
person(s) infected by the patient, in which case notification can be 
made to the appropriate medical officer of. health, who wili take 
action under Regulation 33B. Legally, if the medical officer informed 
the parents he would. lay himself open to an action for libel or 
slander, but in our opinion no court would convict him if he could 
prove he acted in good faith, without malice, and in the interests 
of the pubiic health and of the patient. It is quite impossible to 
recommend a uniform policy in such cases. So much depends on 
various factors: whether the girl is living at home or not, whether 
she is a real “bad hat” or just weak, whether she is a prostitute 
or merely an “enthusiastic amateur.’ Persuasion and tact will 
usually be effective, and a lady almoner will often succeed where a 
medical officer fails. 

Gout and Pernicious Anaemia 

Q.—May I have advice on a case of pernicious anaemia com- 
plicated by gout. The patient is a man of 55 who has been taking 
liver injections every four weeks or so. In the last few months he 
hias developed gout. Could this attack of gout be due to the liver 
injections? If so, how should a combination of these two diseases 
be treated? 

A.—The association between pernicious anaemia and gout appears 
to be too frequent to be explained by mere coincidence. It has 
been more often noted since the introduction of liver treatment, and 
particularly since the introduction of parenteral therapy. Injection 
of liver extract may provoke attacks in two ways. At the beginning 
of treatment the regeneration of the blood is associated with an 
increased production of uric acid, which may be a factor in the 
attack. During maintenance treatment, however, the action is non- 
specific. In the gouty subject a variety of substances will provoke 
attacks when injected subcutaneously, including salyrgan, ergotamine 
tartrate, and vitamin B,. Intramuscular extract of liver must be 
included in the same category. This can be compared with the 
effect of trauma in inducing attacks of gout. If in the present 
patient an exacerbation of the gout always follows within 24 to 48 
hours of an injection it might be wise to change to oral therapy. 
If this is not the case, then parenteral liver therapy should be con- 
tinued unchanged and the gout should be treated independently with 
colchicine and the usual ancillary measures. 


Chronic Glaucoma 


Q.—What, briefly, is the modern view of the aetiology of chronic 
glaucoma ? 


A.—Usually chronic glaucoma follows the acute stage, with the 
proviso that glaucoma simplex may have no recognizable acute 
period. The causes of the chronic type are, therefore, those of the 
acute. There is much controversy on the subject; in fact, one of 
the most recently published textbooks frankly admits that the cause 
of glaucoma is unknown. In general it may be said that glaucoma 
is due to an upset in the balance between the production and 
elimination of the intraocular fluid. This may occur in many ways, 
varying from a restriction of the filtration angle of the anterior 
chamber to an alteration in the physical composition of the 
aqueous. In secondary glaucoma the cause is often more apparent 
—e.g., iritis—and in some respects differs from primary glaucoma. 
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The Nation’s Health in General Practice 


Dr. F. M. Sanprorp (West Wickham) writes: With regard to 
Dr. Holden’s report to the Croydon Council on the health of the 
nation, it is possible that my observations since my return to 
practice of two types of illness may be of some interest. I refer 
to (1) asthma in infancy and (2) spontaneous abortion. Both of 
these conditions were relatively rare in a large mixed general practice 
in this neighbourhood prior to 1940; the incidence averaged one 
per annum. Since my return, although my practice is about half 
its original size, I have encountered six asthmatic children and four 
cases of spontaneous abortion in fifteen weeks. I would suggest 
that in the asthmatic child there is a marked decreased resistance 
to upper respiratory infections in an already allergic child. As 
regards spontaneous abortion I must confess that the scientific ex- 
planation escapes me in this condition, but I have a vague feeling 
that there is a nutritional shortage or imbalance which prevents a 
firm implantation of the ovum. 


Telling the Patient 


Mr. J. H. Bapcocx (Mandeville, Jamaica) writes: With reference 
to the recent correspondence on this subject an incident which 
occurred in my practice is worth recording. A man, always nervous 
about himseif, had some gum trouble and was referred to a 
bacterioiogist for examination as to the possible cause. I forget 
what the findings were, except that they were not of serious import. 
They were duly discussed with the patient, and at his request he was 
allowed to take away the report giving the names of the various 
organisms found, sounding doubtless formidable enough to a Jayman. 
A day or two later he committed suicide. One cannot be too careful 
about what one tells a patient and how one tells it. 


Weil’s Disease 


Mr. A. D. Garpner and Dr. J. A. H. Wy te write from the Sir 
William Dunn School of Pathology, Oxford: We should be greatly 
obliged if all clinical bacteriologists who have been carrying out the 
serological diagnosis of Weil’s disease would let us know: how 
many cases they have diagnosed during the years 1940 to 1945, and 
(if quite easy) the number of sera they have tested for this purpose. 


Tribute to a Printer 


Mr. F. A. Turner, who worked for us for 26 years, has gone into 
well-earned retirement, and we are sorry indeed to lose him. He 
came to our type-setting room with long experience behind him, 
and on the death of Mr. Brunette, who had succeeded the late 
Mr. Lapworth, he stepped into the responsible post of head printer 
(or foreman compositor as it is known in the industry). It was his 
task to put into practice week by week the typographical reform 
carried out at the end of 1936 under Mr. Stanley Morison’s 
guidance. When the whole printing of the British Medical Journal 
was transferred to Messrs. Eyre and Spottiswoode he moved with 
it but paid regular visits to B.M.A. House. Enemy bombs in May, 
1941, destroyed the last of Eyre and Spottiswoode’s three works in 
and near Fetter Lane; at a few hours’ notice Mr. Turner and his 
team were at the Temple Press in Clerkenweil, and that week’s 
number came out on time. In July, 1941, our printing was trans- 
ferred to safer quarters at St. Albans, where Mr. Turner continued 
to work for the Journal in the employ of Messrs. Fisher, Knight and 
Co. His good craftsmanship and ready resource have never failed. 
Tribute was paid to his faithful service at last week’s Council 
mecting 


Correction 


A slip at the printers’ caused the initials of Dr. L. P. Le Quesne 
to be wrongly printed at the head of his article on ‘* Bacteriology 
of Septic Fingers ” in last week’s Journal at page 163. 
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